MAR 16 199% 
@ 


Meg, 
ct Ly 


Illinois 


Medical 


WNED AND 1C¢ BY THE MEDI 


Journal 


PROFESSION OF ILLINOIS 


Office Of Publication 155 N. Ridgeland Ave., Oak Park, Illinois 








Vol. XLIX, No. 3 


OAK PARK, ILL., MARCH, 1926 


$3.00 a Year 








ORIGINAL ARTICLES 


Massage and Movements in the Treatment of Fractures. 
l 


William Darrach, M. D., New York City 


The Secretaries’ Conference in 1926. Harold Swanberg, pm 


M.D., Quincy, Il 


Biological Sense of Beauty. Eugene C, Piette, M. D., ‘a 


1 CEPTAG) | | PRR itera mi rhea 6 Mie bar SA tee Pu Bite NA Bp 


The Value of the Nurse in School Medical Inspection. oi 


Madge D. Reiseman, R. N., Chicago, IIl 


Meinicke Test for Syphilis by Precipitation — The 
Technique for Mixing Materials in the Test. 
Mefford, M. D., Chicago, Ill. 








CONTENTS 
Editorials (For Titles See Extended Table of Contents).. 177 


The Drugs We Use. Wm. R. Mangum, M. D., Bridge- 
BOGE NT Ey 6.0556. occas telie: 5, 3: SI wc MA Ra 211 
Diseases Simulating Pulmonary Tuberculosis. Maurice 


Lewison, M. D., Chicago, Ill. ........000. 00s eeeee 213 


Surgical Intervention in Medical Kidney Diseases 
Kolischer, M. D., and A. E. Jones, M. D., Chicago, lit 215 
Bone Cysts: Report of Cases. Jay Ireland, M. D., 
CURRENT om is oad cts an aids aauaeeaies Sota 217 
The Operative Treatment of Fractures With Report of an 
Unusually Complicated Case. 7. Arthur Johnson, M. 
D., Rockford, Ill 


Arteriosclerosis. B. , M.D., 224 


Continued on Page 14 





Entered as Second-Class Matter July 21, 1919, at the Post Office, Oak Park, Illinois, under the Act of March 8, 1879. 
Acceptance for mailing at special rate of postage provided for in Section 1102, Act of October 8, 1917, authorized July 15, 1918. 





a | | LWAUKEE SANITAR R | [UM . 


Wauwatosa, Wisconsin 


Chicago Office—1823 
‘ “ er hag ot gf 


FOR NERVOUS DISORDERS 


Maintaining the highest standards over a 
period of forty-two years, the Milwaukee 


Resident Staff 
Rock Steyster, M.D., Med. Dir. 
WitiiaM T. Krapwe tt, M.D., 
Mere Q. Howarp, M.D. 
Staff 


Sanitarium stands for all that is best in ‘A 


the care and treatment of nervous dis- 
orders. Photographs and particulars sent 


on request. 


COLONIAL HALL— 


One of the Eight Units 
in “Cottage Plan.” 


H. Douctas Sincer, M.D., 
ArtHurR J. Patex, M.D. 
Consultin: 


g Staff 
. Wittiam F, Lamers M.D., 


~ Ricuarp Dewey, M.D, (Emeritus) od 





“The Advertising Pages have a Service Value for the READER that no truly Progressive Physician can offord to overlook.” 





ADVERTISEMENTS 














“Horlick’s’”’ 


The ORIGINAL 
Malted Milk 


ey, In the Dietetic Treatment of 
oT INFLUENZA-PNEUMONIA 


No, red eect wn Wat 
" MALTED MILK CO- as wae ° ° 
A very nutritious and sustaining diet during 


‘ACINE, wis.,U S.A 


Ontay SEN Ain scoucH, BUCKS. NOLAN e ° ° 
nena illness and a strengthening food-drink for the 
convalescing patient. 


Horlick’s Malted Milk supplies the necessary nourishment 
with the least tax to the digestive system, and is agreeable 


to the patient. 


Avoid Imitations Samples Prepaid 


Horlick’s Malted Milk Co. 


Racine, Wis. 



































OCONOMOWOC HEALTH RESORT 
OCONOMOWOC, WISCONSIN 


For Nervous Diseases 
Established 1907 Absolutely Fireproof 


asthenic, borderline and undisturbed mental case for a 
devoid of the institutional atmosphere. Fift 


Built and equipped to supply the demand of the neur 
high-class home free from contact with the palpable insane, an 
acres of natural park in the heart of 
the famous Wisconsin Lake Resort 
Region. Rural environment, yet read- 
ily accessible. The buildings have been 
designed to encompass every require- 
ment of modern sanitarium construc- 
tion, the comfort and welfare of the 
patient having been provided for in 
every respect. The bath department 
is unusually complete and up-to-date. 
Especial attention is given to occu- 
pational therapy under a_ trained 
teacher. After recovery patients are 
taught how to keep well at home. 
Number of patients limited, assuring 
the personal attention of the physi- 
cians in charge. Doctor and rs. 
Rogers have made a Home rather 
than an institution for the sick. <A 
separate pavilion, fire-proof and fully 
equipped for mental cases has re- 
cently been opened. On main line 
Chicago, Milwaukee and St. Paul Ry. 
Fifty minutes’ from Milwaukee. Con- 


qxete highway from Saas. ._ Traine = : ; 
ARTHUR W. ROGERS, B. S., M. D. 
Physician-in-Charge 
FREDERICK W. GESSNER, Asst. Physician 



































Please mention Int1no1s Mepicat Journal when writing advertisers 





22arRA 


> 


93. fl 




















ILLINOIS MEDICAL JOURNAL 


THE OFFICIAL ORGAN OF 


THE ILLINOIS STATE MEDICAL SOCIETY 








Vol. 


XLIX 


Oak Park, Itt., Marcu, 1926 








[ILLINOIS MEDICAL JOURNAL 


Published monthly by the Illinois State Medical Society 
under the direction of the Publication Committee of the 
Council. 





GENERAL OFFICERS, 1925-1926 


PRESIDENT sccccccccccccceccccccccecocts Ce Krarrr, Chicago 

PRESIDENT-ELECT .....+..++.-+. MATHER PFEIFFENBERGER, Alton 

First Vice-PResiDENT ...... .»» Warren Pearce, Quincy 

Seconp Vick-PRESIDENT ........+++e+-J+ P. Prrocx, Chicago 

TERASUEER 6: 60cc.c6nus ccccccccecccccesA. J. MARKLEY, Belvidere 

SECRETARY a Harotp M. Camp, Monmouth 
(Ex-Officio Clerk of the Council) 





THE COUNCIL 
Term 
Expires 
District 1—David B. Penniman, Rockford.............. - 1926 
District 2—E. E. Perisho, BOF vccece 1926 
District 83—S. J. McNeill, Chicago... 
Rk, R. Ferguson, Chicago.......... my 
John S. Nagel, Chicago..... . 1928 
District €—Wm. D. pman, Silvis....... ee eee 1928 
District B—S. E. Munson, Springfield.....02002222127 231928 
District 6—Henry P. Beirne, Quincy 
District 7—I. H. Neece, Decatur....... 
District 8—G. B. Dudley, Charleston 
District 9—Andy Hall, Mt. Vernon 
m. D. Chapman, Silvis, Chairman 





PUBLICATION COMMITTEE 


J. W. Van Derslice, Secretary, 155 N. Ridgeland Avenue, 
Oak Park. 





EDITOR 
Dr. CHARLES J. WHALEN........25 E. Washington St., Chicago 





GENERAL COUNSEL 


Rosert J. FoLoniz 89 S. LaSalle Street, Chicago 





MEDICO-LEGAL COMMITTEE 
Term 

Expires 
C. B. Kine, Chairman, 4.30 W. Madison St., Chicago....1928 
R. D. HawtHorne, Monticello..... 
J. RX, Bavirncer, Chicago........... ab psiencenearenmeanse 
C. A. Hercures, Harvey 
C. G. Farnum, Peoria, Secretary.......csseceeees aware 
Warren Wrrmsaay, B. St. Lewis. ce. cccvccccccccccceces 





State Society will pay no bills for legal services except those 
contracted by the Committee. Notify the Chairman at once. 
Do not employ attorneys. 


Send original articles and all communications relating to 
advertisements to Dr. Charles J. Whalen, Editor, 6221 Ken- 
more Avenue, Chicago. 


Membership correspondence to Dr. Harold M. Camp, Mon- 
mouth, Ill, 


Society proceedings and news items and changes in the 
mailing list to Dr. Henry G. Ohls, Managing Editor, 1618 
Juneway Terrace, Chicago. 


Contributors will submit all copy for publication typewritten 
on standard size paper and double spaced. Copy not com- 
plying with this rule will be returned, if convenient. 


Subscription price of this jeqrnel to persons not members 
of the Illinois State Medical Society is $8.00 per year, in 
advance, ,postage prepaid, for the United States, Cuba, Porto 
Rico, Philippine Islands, Hawaiian Islands and Mexico. $3.50 
ber year for all foreign countries included in the postal union. 
Canada, $8.25. Single current copies, 85 cents. Back numbers, 
after three months from date of publication, 50 cents. 


Editorial 


ILLINOIS STATE MEDICAL SOCIETY 
ANNOUNCEMENT 

The 76th Annual Meeting of the Illinois State 
Medical Society will be held in Champaign- 
Urbana, May 18, 19 and 20, 1926. 

In anticipation of one of the largest and best 
meetings in the history of the Society, the Com- 
mittees on Arrangements have inaugurated ex- 
tensive preparations for the meetings and enter- 
tainment of the Society. 

The Committee on Hotel Accommodations 
urge that reservations for the meeting be made 
early, and direct with the management of the 
hotels. In case further information is found 
necessary the hotel committee is at the service 
of the membership. This committee, whose chair- 
man is Dr. James S. Mason, 129 W. Elm St., 
Urbana, IIl., is in touch with a system that has 
control of a large number of desirable rooms that 
can be drawn upon in case the capacity of the 
hotels in the community is exhausted. 

Below will be found a list of the principal 
hotels of the twin community of Champaign- 
Urbana: 

HOTELS 


Inman Hotel, Champaign, 150 Rooms (Head- 
quarters for the Society). 
Single without bath, $1.75 and $2.00; double, 
$3.50. 
Single with bath, $2.50, $3.00 and $3.25; 
double, $4.50, $5.50 and $6.00. 

Urbana-Lincoln Hotel, Urbana, Ill., 100 Rooms. 

Single without bath, $1.75 and $2.00; double, 
$3.00 to $3.50. 
Single with bath, $2.50 to $3.50; double, 
$4.00 to $6.00. 

Beardsley Hotel, Champaign, Tll., 100 Rooms. 
Single without bath, $1.50; double, $2.50. 
Single with bath, $2.50; double, $4.50. 

Cots without bath, $1.00. 
Cots with bath, $1.50. 
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Hamilton Hotel, Champaign, Ill., 65 Beds. 
Single without bath, $1.50; double, $3.00. 
Single with bath, $2.50 ; double, $4.00. 
Cots without bath, $1.00. 

Cots with bath, $1.50. 
McClurg Hotel, Urbana, Ill., 25 Beds. 
Single without bath, $1.50; double, $2.50. 
Single with bath, $2.50; double, $3.50 and 
$4.00. 
(Signed) Chairman Hotel Committee. 





SEND ON PAPERS FOR THE SURGICAL 
SECTION AT THE STATE MEETING 
Surgeons wishing to read papers at the forth- 

coming meeting of the Illinois State Medical 

Society at Champaign May 18, 19 and 20th, 1926, 

kindly communicate with the secretary of the 

section on surgery, Everett P. Coleman, Canton, 

Illinois. 

Pure H..Kreuscuer, Chairman, 
30 N. Michigan Ave., Chicago. 





SEND ON PAPERS FOR THE MEDICAL 
SECTION AT THE STATE MEETING 
Doctors wishing to read papers in the section 

on Medicine at the forthcoming meeting of the 

Illinois State Medical Society at Champaign, 

May 18, 19, 20th, 1926, kindly communicate 

with the secretary, LeRoy H. Sloan, 1180 E, 

63d St., Chicago. 

B. U. MeCianauan, Chairman, 
Galesburg, IIL. 





RESOLUTIONS ON THE DEATH OF DR. 
L. C. TAYLOR 

Dr. Lewis Cass Taylor died at the Springfield 
Hospital on December 14, 1925, following an ill- 
ness of several months’ duration. He was born 
at Williamsville, Ill., April 9, 1854. He com- 
pleted his early education in the schools of Sang- 
amon County, and graduated from Rush Medical 
College in 1874, at the early age of twenty years, 
and from Belleview Hospital Medical school the 
following vear, 

After a short period of practice in Springfield, 
he located at Auburn, TIl., where he remained for 
about sixteen years. After selling his practice in 
Auburn, he went abroad for a period of two years 


for post-graduate medical study, spending most of 


this time in Vienna. 
Upon his return he was located for a short 
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time in Cleveland and then came to Springfield 
for the second time, making this his home and hig 
field of work for more than thirty years. Ina 
busy practice of general medicine, he was widely 
known for his diagnostic ability, and with his 
bedside training and keen knowledge of clinical 
medicine and pathology, he was well equipped as 
a consultant. 

Among the many honors that came to him with 
his numerous activities, were: President of 
Springfield Tuberculosis and Visiting Nurses 
Association, President of Sangamon County Sani- 
tarium Board, President of Sangamon County 
Medical Society, Chairman of the Legislative 
Committee of the Illinois State Medical Society, 
and President of the Illinois State Medical So- 
ciety during the year of 1925. 

Not only as a physician, but as a man person- 
ally, Dr. Taylor had many outstanding attri- 
butes. These were noticeable because attained 
by an unusual adherence to responsibility and 
duty. He probably more than any other one 
man in recent years was responsible for the 
present laws on the statute books of Illinois, 
governing the practice of medicine. 

Dr. Taylor was not a dreamer, but was diligent 
and studious, one who reasoned and carefully 
weighed matters to a rational conclusion. These 
qualities no doubt actuated him, when, after 
several years of practice, he went abroad for two 
years’ study. 

Truthfully it can be said of him that he loved 
the scientific practice of medicine. He was always 
ready to see any interesting case and spent val- 
uable time in the study and diagnosis of charity 
cases. His knowledge of disease had been learned 
at the bedside and in the postmortem room. In 
his presidential address to the Illinois State Med- 
ical Society, at Quincy, he spoke of the disap- 
pearance of the family physician, and quoted Dr. 
Osler’s trite admonition, “Back to the Bedside.” 

Dr. Taylor, we shall miss you; a true disciple 
and follower of Aesculapius; one who proudly 
bore the torch of scientific medicine high above 
the cavil of falsehood and the misrepresentation 
of politicians and cults. 

Be it therefore resolved, that we deeply feel 
the loss of Dr. Taylor to the Illinois State Med- 
ical Society, and as an honored member of our 
profession. 

Resolved, that a copy of these resolutions be 
spread upon the records of this Society, and a 
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copy be given to the Intrnois MepicaL Jour- 
wax for publication. 
SAMUEL E. Munson, M. D. 
Harotp M. Camp, M. D. 





ADVANTAGES OF MEMBERSHIP IN THE 
ILLINOIS STATE MEDICAL SOCIETY 
During the past few months we have received 

a number of letters both from individual mem- 

bers of the Illinois State Medical Society, and 

from County Society Secretaries asking for an 
outline of the activities of our Society, and the 
advantages of membership. Some have ques- 
tioned the advisability of retaining their mem- 
bership. All of these commurications have been 
answered, but we have been requested to write 
this brief synopsis for the benefit of those mem- 
bers who are not fully aware of the activities of 
the Society, and the privileges of the members. 

It might be well to consider these activities indi- 

vidually, and comment on each, some require 

more elaboration than others. 

1. The fellowship developed through meeting 
other members of the profession at the meetings, 
and the advantages that naturally come through 
a mutual interchange of ideas. 

2. The privilege of attending the meetings, 
hearing the talks or see the conducting of clinics, 
many times given by recognized leaders in the 
profession, the value of which is unquestioned. 

3. Receiving the ILtIno1s MEDICAL JOURNAL, 
which we believe is the best Journal published 
by a State Medical Society. On account of the 
extreme modesty of our editor, we will mention 
the fact that we have hundreds of subscribers 
outside of our own State and Society, who are 
willing to pay the subscription price of three 
dollars a year, to get the Journal. We receive 
many letters commending the Journal, its edi- 
torials and papers, as well as the other infor- 
mation it contains, 

4. The Medico-legal protection given by the 
Society to the members. Our legal force is recog- 
nized as being highly efficient in the performance 
of its duties, and the results obtained show this 
without a doubt. Our members are defended 


against mal-practice suits brought against them. 

5. Legislative Service. Through a very effi- 
cient legislative committee, the interests of the 
There 


medical profession are well cared for. 
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has been no occasion for any “lobbying” during 
the past few years on account of the work the 
committee has done. Friendly to the legislator 
at all times, and no antagonism. The results 
speak for themselves. There have been no meas- 
ures at all offensive to the medical profession 
passed at the last sessions of the legislature. In 
1923, there was passed an excellent Medical Prac- 
tice Act, which has been declared constitutional 
by our Supreme Court, and which we have reason 
to be proud of. The medical profession of Tli- 
nois should be proud of the work done by the 
legislative committee. 

6. Lay Education Work. It has now been two 
years since this work was started. Much has 
been done in this time, and the activities and 
services will be briefly outlined. 

a. Speakers Bureau. 

Hundreds of talks on medical subjects, and 
matters pertaining to health have been given 
before lay audiences. These have all been given 
through a request from the organization before 
which the talks were given. To show the in- 
creasing popularity of this work, it might be well 
to state that between June Ist, 1925 and June 
Ist, 1926, 1,096 talks have been scheduled, and 
this number will be increased before the period 
expires. 

b. Newspapers. 

Hundreds of newspapers throughout the state 
have received news articles on health subjects 
from our office in Chicago, and these articles 
have been carefully edited and censored, so that 
no personal attacks have been made, nor any 
prejudices shown. 
ce. Radio. 

Three or four of the largest radio stations have 
cooperated with us in the broadcasting of “health 
talks.” These have proved to be very successful, 
and the use of the radio will be increased during 
the present year. 

d. Periodic Health Examinations. 

This has been mentioned in most of the talks 
made before lay audiences, showing the necessity 
for regular “physical inventories” and contrasting 
their value with the financial inventories, the 
value of which, no one contradicts. In addition 
to these talks, physical examinations have been 
given in connection with Health Pageants, which 
have been conducted in several localities, and 
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which have been of great value in showing the 
necessity of the physical inventory. 
e. Coordination with lay-organizations. 

Throughout the state, arrangements have been 
made whereby all organizations undertaking any 
phase of health work, or activity, shall do it 
under the supervision of local Medical Societies. 
Through such an arrangement, there is no over- 
lapping of service, and the supervision of all 
health work is where it should be, under the di- 
rection of the Medical men. 

f. Co-ordination with other health agencies. 

An unusual degree of cooperation has been 
arranged between the Illinois State Medical So- 
ciety, and such organizations as the Illinois 
Tuberculosis Association, The State Health De- 
partment, and other organizations. 

g. Post Graduate Service. 

This is a more recent activity and it has been 
successfully inaugurated in several Counties. 
Within a short time, we hope to give more in- 
formation on this service, which we believe will 
he one of the best features yet presented to Med- 
ical Societies. : 

7. Our members are eligible to fellowship in 
the American Medical Association. It is our 
firm belief that every physician in the State of 
Illinois should be a member of this great organ- 
ization. Our Society is a component society, just 
as the County Medical Societies are component 
Societies of the State Medical Society. The 
many activities of this Association have been 
repeatedly outlined, and it is not necessary to 
elaborate further in this short article. 

8. The Annual Meéting. The members of the 
Illinois State Medical Society are all eligible to 
register at the annual meeting each year. These 
meetings, as most members know, are of great 
value to the members, and well worth attending. 
Our plans this year are somewhat different from 
those of former years. We will have some of the 
leaders of the profession, in each Section, both 
residents of Tllinois, and outside the State. We 
will have two or three very pleasant surprises 
in store for those attending the 76th annual 
meeting to be held at Champaign, Tllinois, May 
18th, 19th, and 20th, 1926. 

During the past few vears, the Illinois State 
Medical Society has been given credit for having 
the largest membership in proportion to the 
number of practicing physicians in the state, of 
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all the larger State Medical Societies. We 
should be proud of this showing, and attempt year 
by year to increase it. 
Haroitp M. Camp, M. D. 
Secretary Illinois State Medical Society. 





REQUIRED TAKING A MEDICAL EXAM- 
INATION BEFORE A NON-MEDICAI, 
BOARD 
Justification of Basie Science Act 

The Basie Science Act, passed by the recent 
session of the Washington legislature, vetoed by 
the Governor, passed by the Senate over his veto, 
and failing by three votes to pass the House. was 
Its opponents charge 
that it represented a conspiracy on the part of 
the “medical trust” to suppress their competitors, 
such as chiropractors and sanipractors. In reality 
its purpose was to require, through an examina- 
tion before a nonmedical board, a demonstration 
on the part of those seeking license to heal the 
sick that they possess reasonable knowledge in 
the fundamental principles regulating health and 
disease of the human body. 


a public health measure. 


A CONGRESSMAN WITH NERVE ENOUGH 
TO ADMIT IT 

This growing menace to national stability has 
lieen a personal cognizance for many years. Re- 
peatedly during the last decade we have called 
attention to this situation. It would seem that 
Congressman Davey is one of the few public 
officials with sufficient nerve to denounce publicly 
the menace set forth below. 

A bill has been introduced in Congress by 
Martin L. Davev, Congressman from Ohio, which 
will give the President blanket power for two 
years to reorganize the business structure of the 
government. In a circular letter to the press 
Congressman Davey says: 

“For seven years, I have observed the Depart- 
ments and Bureaus of the Government at Wash- 
ington at close range, having had official business 
with nearly all of them. T am simply appalled 
at the loafing, indifference and inefficiency. There 
are thousands upon thousands of unnecessary em- 
plovees and endless duplication of alleged effort. 
There is an inexcusable waste of much more than 
a half billion dollars a year.” 
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AMERICA IS BECOMING THE MEDICAL 
CENTER OF THE WORLD 


A distinct surprise to American physicians is 
the exclusion of American doctors from clinics 
at the University of Berlin, Germany. 

If this action is in the nature of reprisals by 
which the German University hopes to raise the 
boycott against German representatives at inter- 
national scientific associations, then the German 
mind has gone wrong again. Berlin never did 
attract any great number of American doctors 
of medicine to its clinics. Vienna was always 
the clinical magnet, and still is as is also Prague. 
And Vienna has done all she could to maintain 
pre-war relations. The same may be said of 
Switzerland, another great center of medical 
science. These ideas are held by other nations 
than America. 

While the subject is up for discussion let it be 
remembered that America is becoming the med- 
ical center of the world and is contributing as 
much to science as any other nation and far more 
than Germany. Medical hardship will obtain 
when the United States, forgetting the tenets of 
humanity under the dictates of prejudice closes 
the doors of her great medical clinics to earnest 
students from any country. 





CHIROPRACTORS PAY ONE HUNDRED 


AND TWENTY ($120.00) YEAR 
ANNUAL DUES 


The fact that a few physicians throughout the 
state have protested against the payment of ap- 
proximately ten dollars per year in the shape of 
dues in order to carry on the activities of the 
State Medical Society prompts us to mention the 
fact that a band of chiropractors in the state pay 
as dues the sum of One Hundred and Twenty 
Dollars ($120.00) per year or ten times the 
amount paid by members of the regular medical 
profession. By comparison this makes the’ doctors 
belonging to the regular school look like pikers. 

At the close of the last session of the legis- 
lature we are reliably informed that some of the 
leaders of the chiropractor legislative committee 
openly hoasted that the chiropractors had in their 
treasury upwards of $150,000.00 that they in- 
tended to use in putting over a chiropractic bill at 
the forthcoming session of the legislature; that 
Illinois is a pivotal state from the chiropractic 
stand) int, that it is just across the river from 
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the great chiropractic school at Davenport, Iowa, 
and that they must have the chiropractic law in 
Illinois. We accept all these statements as gos- 
pel truth as viewed from a chiropractic stand- 
point and repeat that when it comes to raising 
money to carry on activities a state medical or- 
ganization the medical profession are only pikers. 





PHYSICIANS SHOULD BE ACTIVE AT 
THE FORTHCOMING PRIMARIES 
APRIL 13TH 


Right now physicians of Illinois should be de- 
vising plans for an active legislative propaganda 
campaign. The time and place to make your 
influence felt for good is before the primary and 
election, that is before the candidates are chosen, 
when friendship or antagonism for measures of 
proposed legislation will influence choice. If a 
doctor wants to make his influence felt he must 
become a participating citizen, that is if he wants 
his ideas enacted into laws, he must bear his 
part as a citizen in the simplest and most funda- 
mental process that contributes to making laws. 
He should vote at election, he should religiously 
attend the primaries, and when he neglects or 
feels that he is too busy to do so he ought not to 
complain when the right officers are not nomi- 
nated or elected. 

Instead of depending upon laymen to look 
after his welfare, physicians should in greater 
numbers become members of our legislative 
bodies. 

The Lancet-Clinic says we should have at least 
as many physicians as lawyers in our legislatures. 
Certain it is that medicine should be better rep- 
resented numerically in our legislative halls. 

Next month (April 13) the prospective mem- 
bers of the house and senate of the respective 
political parties will go before the primaries for 
a process of making a choice of the candidates of 
the respective political parties, and it is the duty 
of the profession of each senatorial district to 
see that high class men are nominated for both 
house and senate. Then, regardless of politics, 
the profession of the district should guarantee 
their election. This can easily be done if every 
individual will put his shoulder to the wheel. It 
is the duty of the profession in each senatorial 
district to see that one physician is nominated 
for both house and senate. Surely in every sena- 
torial district some representative physician 
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the legislature. 

The profession and the people alike would 
profit if the able physicians of Illinois would 
emulate the brilliant physicians of foreign lands, 
of whom the great Dirchow of Germany, Clemen- 
cau, Combes and Augagneur, professor of the 
Faculty de Medicine, de Lyon in France are 
illustrious examples of medical men engaging in 
affairs of government. Recently there were over 
thirty physicians in the French legislature. 

In the English Parliament at about the same 
time were Doctors Radcliffe, founder of the Rad- 
cliffe library of Oxford; Friend, a censor of the 
Royal College of Physicians; Wakely, founder of 
the Lancet; M. Foster, the psysiologist ; Priestly, 
the Gynecologist; Collins, the Ophthalmologist, 
and W. Foster, once professor of medicine in 
Birmingham and a well known medical writer. 

In America, as signers of the Declaration of 
Independence, we delight to honor Doctors Josia 
Bartlett, Matthew Thornton, Oliver Walcott, 
Benjamin Rush and Lyman Hall. Hundreds of 
other equally illustrious examples might be cited. 

Physicians the world over are looking for some 
sort of a solution for the many evils that are 
oppressing them. It is time that we get away 
from little things and combat the big evils that 
affect all, and that can be corrected through co- 
operative effort. 





DR. P. J. H. FARRELL A CANDIDATE FOR 
CONGRESS 

Your attention is called to the fact that Colonel 
(Doctor) P. J. Hi. Farrell is a candidate from 
the Ninth Congressional district for a seat in 
the national house of representatives. 

The country has had suffering enough from 
vicious legislation planned by laymen to inter- 
fere with and dictate the practice of medicine. 

In the name of humanity and progress let a 
few physicians have something to say about pub- 
lic welfare. Congress is made up to a two-thirds 
degree of lawyers. There are only six physicians 
in the national body of lawmakers. Yet the 
doctor comes closer to the problems of the average 
citizen than any other professional man. 

Dr. Farrell is now a candidate of the Ninth 

He is capable, efficient and experi- 
For the good of the country we should 


Cistrict. 


enced. 


can be induced to make the race for member of 
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have proper medical representation in Spring. 
field and at Washington. Vote for Colonel Far- 
rell on primary day, April 13th. 

No party affiliation exists at the forthcoming 
primary, therefore every physician and lay person 
can vote for Col. Farrell April 13th. The County 
Judge has ruled that no party affiliation applies 
or are in force at this primary for the reason that 
over two years time has elapsed since the last 
registration, for this reason party declaration is 
not binding at the primary April 13th, therefore 
go to the polls and vote for Colonel (Doctor) P. 
J. H. Farrell. 





DOCTORS SHOULD TABOO PARTY POL- 
ITICS. NOW IS THE TIME TO MAKE 
YOUR INFLUENCE COUNT 

Following previous primaries and _ elections 
members of the House and Senate have offered 
among other excuses that they did not know that 
the medical profession were on the map. That 
had they realized that there is such a thing 
necessary as public health protection that they 
would not have pledged themselves thus and so 
and as a result they voted against the best in- 
terest of the public and the medical profession. 

Since all members of the House and half the 
members of the Senate must come before the 
publie at the primaries in April 13th, and will 
ask the support of their constituents, it will be 
possible for the doctors in each district to throw 
their influence in favor of certain candidates. 
This furnishes an opportunity for the physician 
to exercise his right of selection of candidates, 
and he should vote only for such men as can be 
trusted to vote intelligently in the legislature on 
matters concerning health measures in this state. 

Under present conditions doctors should be 
more patriotic than partisan at elections. Self 
preservation is one of the first laws of nature. 
Medical men must stand together. The organ- 
ized profession must have a clear cut platform 
on things medical and must not hesitate to back 
it whether it is unpalatable to either of the old 
parties and their candidates. In the new order 
of things there is no longer to be considered the 
party brand. The slogan for the future should 
be: “Does the candidate stand for radical med- 
ical legislation, which is always un-American, 
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destructive alike to the interests of the people 
and the profession.” 

The welfare of the profession and the masses of 
our people is knitted and woven into the fabric 
of the campaign against bolshevism and destruc- 
tive foreign propaganda financed and fostered by 
agents of destruction. The ideals for which we 
strive are always in the interests of the public 
and are not impossible of accomplishment, if we 
will wage a constructive fight against the elec- 
tion of any candidate for the legislature or for 
other office who are in sympathy with un-Amer- 
ican propaganda, 

Whether one is a democrat or a republican 
makes no difference in local government. He can 
join in the saving of the government without 
abandoning his political party. What we need 
now is political leaders who will not show cow- 
ardice in evading issues involving, the safety 
of our government because they antagonize ag- 
gressive minority organizations. Loyalty to the 
best interests of all the people must be above 
and beyond that of any civil or industrial organ- 
ization working for the interests of special groups 
or classes. 





PROCURE BLANKS FOR PERIODIC 
HEALTH EXAMINATION OF THE 
SECRETARY 


From time to time requests for blanks for 
periodic health examinations have been sent to 
officers of the Illinois State Medical Society. 
Physicians throughout the state desiring periodic 
health examination blanks can receive a suffi- 
cient supply by writing to Harold M. Camp, 
M. D., Monmouth, Illinois, Secretary of the 
Illinois State Medical Society. 





ALL HEALTH OFFICERS SHOULD FIRST 
BE PHYSICIANS—A RESOLUTION 
PASSED BY ILLINOIS STATE 
MEDICAL SOCIETY 
At the January meeting of the Council of the 
Illinois State Medical Society the following reso- 
lution was passed which should interest every 

member of the Illinois State Medical Society: 
Wuereas, The American Public Health Asso- 
ciation at its annual meeting in St. Louis in 
October, 1925, listened to an address by one of 
its members in favor of a new doctor in each 
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community where a health officer is needed to 
be known as a Doctor of Public Health; and 

Wuereas, Several institutions of learning 
have introduced courses in public health whereby 
a layman as well as a physician may be instructed 
and in a comparatively short time qualify as a 
Doctor of Public Health (D. P. H.) and be 
allowed to advise, qualify and practice preventive 
medicine; and 

Wuereas, In all probability a bill to license 
a so-called (D. P. H.) will be introduced into 
the next session of the legislature of Illinois; and 

Wuereas, The Illinois State Medical Society 
believes that all health officers should first be 
physicians (M. D.) who have the proper knowl- 
edge of the sciences concerned in public health 
and that such knowledge cannot be gained by any 
layman in two or three years; and 

Wuereas, Such an arrangement of a layman 
being a health official places a double expense 
on the community, since it is necessary to pro- 
cure the service of an M. D. in addition to a 
layman ; and 

Wuereas, The State confers on an M. D. the 
right to practice medicine and surgery and all 
its branches, while the special licensing of a 
D. P. H. would be special legislation tending to 
take from an M. D. that right; therefore, be it 

Resolved, That the Illinois State Medical So- 
ciety believes all positions of trust pertaining to 
Public Health in any community should be held 
by physicians (M. D.) and not be layman hold- 
ing D. P. H. licenses; and be it further 

Resolved, The Illinois State Medical Society 
views with displeasure any move on the part of 
the American Public Health Association which 
may express a desire to replace physicians as 
health officials, by layman D. P. H. licences; and 
be it further 

Resolved, That a copy of this resolution be 
sent to the American Public Health Association, 
The American Medical Association, The Tllinois 
Department of Health and to every component 
Society of the Illinois State Medical Society so 
that they may be acquainted with the proposed 
activities of a public health association whose 
president is a layman. 

This resolution should be of interest to all the 
physicians of Illinois, and should be kept in 
mind during the next session of the Illinois 
Legislature. 
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BILL TO EXTEND MATERNITY ACT BE- 
FORE CONGRESS. BRING PRESSURE 
AT ONCE ON YOUR CONGRESS- 
MAN TO REJECT 


Bill to extend maternity act for two years 
»prung January 13 in House of Representatives. 
Hearing to be rushed outrageously through In- 
terstate and Foreign Commerce Committee of 
Ilouse tomorrow, January 14. Urge you to 
bring all possible pressure at once on your Con- 
vressman to reject. 


WHY ILLINOIS SHOULD NOT COOPERATE WITH 
THE SHEPPARD-TOWNER ACT 


Illinois should refuse cooperation with the 
Sheppard-Towner Maternity Act from patriotic, 
moral, hygienic, public welfare, and financial 
inotives. 

That is to say, Illinois should refuse to co- 
operate with the Sheppard-Towner Maternity Act 
BECAUSE 

1. It is an insidious attack upon the govern- 
ment of the republic and a potent malefactor 
against the bodily health of the citizens. 

2. It is Socialistic rather than democratic; a 
political switchback rather than a child preserva- 
tive. 

3. The care of the mother and of the child is a 
local—even a personal—not a federal function. 

4. The encroachment of the state upon the per- 
sonal relaticns between the patient and his 
physician is a -nuine and national menace. 

5. It is the ui:imate and worst form of pater- 
nalism and is tending to hinder medical progress 
and inhibiting individual initiatve. 

6. The Sheppard-Towner Act fails to give food, 
shelter, clothing, medicine or medical care for 
any mother or any child. 

7. The Act does put upon the taxpayers and 
lounty list, herds of investigators, inspectors, 
record keepers, red-tape winders, and _ political 
heelers of every creed, sex and color. 

8. Under the provision of the Sheppard- 
‘Towner Act the Federal government controls the 
expenditure of state appropriations. 

9. Maternity education should be directed and 
supervised only by physicians. 

10. A fecund breeder of more and higher taxes. 
The government “gifts” such as “Federal aid” 


are procurable for the people only by taxes from 
he people, and 
11. The principle of federal state aid as a 
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means of financing public health work is an un. 
sound financial policy. 

12. Morally and legally, the proposition is in. 
defensible. The Federal Government has no 
more right to collect money from New York, Illi- 
nois and Massachusetts and divide it among 
Montana, Wyoming and New Mexico than it has 
the right to take money from Jones to give it to 
Smith. The Federal government collects more 
money from a millionaire than from a laborer for 
the Federal government, but it has no more legal 
or moral right to make Illinois “divide up” with 
Texas or Alabama than it has the right to make 
Rockefeller “divide up” with Eugene V. Debs. 

13. No such emergency exists as has been 
claimed for justification of the maternity act and 
there are no reliable statistics by which it can 
be proved that the United States stands seven- 
teenth in the maternal death rate, nor can it be 
proven that the Sheppard-Towner Act controls 
this situation if did. 

14. The means provided in the act will not 
afford an effective remedy for alleged existing 
conditions. 

15. The distribution of federal funds to state 
health organizations will inevitably lead to the 
domination and dictation of state activities hy the 
Children’s Bureau. 

16. The ability of the Children’s Bureau to 
dictate and largely control the appointment of 
the head of the Children’s Bureau in each state 
as well as all of the public health nurses, district 
superintendents and others, will result in the 
organization of a large body of salaried employes 
appointed and largely paid by a federal bureau, 
yet working under a state department of which 
they are to a large extent, independent. Such a 
condition will produce friction and confusion in 
public health work, and will make possible the 
development of a political machine under the 
control of the children’s Bureau. 

17%. The problem of reducing maternal and 
infant death rates is largely a medical problem. 
Whenever it pleases the Sheppard-Towner Ma- 
ternity act authorities can work entirely under 
lay direction and independent of medical control. 

18. With the exception of those activities 
which are clearly national in character, such as 
quarantine and the regulation of inter-state com- 
merce and the like, public health work is a fune- 
tion of the state and local governments and 
should be paid for out of state and local funds 
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and directed by state and local officials. The 
furnishing of instruction or care to mothers or 
any other persons needing such instruction 1» 
just as much a function of local government as 
is the providing of food and clothes for the 
destitute. The assumption and exercise of these 
functions by the Federal government is an in- 
vasion of the legitimate activities of the state. 

19. Further, it is: A destroyer of individual 
rights and a developer of community supervision : 

20. A conferrer of a million salaried jobs for 


| political incumbents but not a dispenser of either 


clothing, shelter, food, medicine or medical care 
for any mother or any child: 

21. A measure that will pay a retinue of poli- 
ticians to disarrange the domesticity of a citi- 
zeury While the political wage is levied high- 


_ handedly out of the pockets of those whom the 


measure assumes to serve: 

22. A masterpiece of false witness between 
politicians and the people, both present and in 
the generations yet to come: 

23. An invader of private morality and an 


| abaser of humanity to the level of animal and 


poultry bureaus: 

24. A socialistic crime committed in the name 
of education : 

25. A lever increasing the powers lodged now 
in the Department of Labor, as by this bill the 
Children’s Bureau of that portfolio becomes the 
official arbiter of the vital domesticity of the 
United States. Per sequence, the temple of every 
woman’s body becomes a political taxtable and 
an asset to ward heelers. Upon a woman’s fe- 
cundity or lack of it will hinge the bread and 
hutter jobs of a bureaucratic regiment: 

26. An inductor of the practice of obstetrics 
io the rule of thumb of political chicanery and 
machine manipulation : 

7. A fundamental process towards the even- 
tual establishment of a permanent lay dictation 
of the practice of medical and surgical science: 

*8. A tax bearing boomerang, rending the 
citizenry hy community, state, county and fed- 
eral levies for which will be received the octopus 
burden of a pack of strawbosses that will help no 
one and hurt many: 

29. The principle of federal state aid as a 
means of financing public health work is an 
sound financial policy : 

30. Talk and taxes—that’s the 
Towner Act. 


Sheppard- 
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SAYS MATERNITY BILL WILL MAKE A 
MIDWIFE OUT OF UNCLE SAM 
(Chicago Tribune Press Service) 

Washington, D. C., March 3.— (Special. )—AI- 
lowance of the $1,000,000 for hygienic, mater- 
nity, and infancy work under the Sheppard- 
Towner maternity act, as proposed in the 
pending department of labor appropriation bill, 
will make Uncle Sam “the midwife for every ex- 
pectant mother in the country and the wet nurse 
for the nation’s babies,” according to Repre- 
sentative Tucker (Dem., Va.), in the house 
today. 

“This is state socialism,” he declared, referr- 
ing specifically to the $1,000,000 appropriation 
for maternity work. “I am against the govern- 
ment appropriating any money to any function 
which properly belongs to the individual states.” 

Creation of a federal educational department, 
under a cabinet secretary, as proposed in the 
pending Curtis-Reed bill, was attacked today by 
Senator Edward I. Edwards (Dem., N. J.) as 
another step toward centralization of power in 
Washington. 





TWO PRESIDENTS AGAINST FEDERAL 
SUBSIDIES 


“For Federal aid to States the estimates pro- 
vide in excess of $100,000,000. These subsidies 
are prescribed by law. I am convinced that the 
broadening of this field of activity is detrimental 
both to Federal and State Governments. Effi- 
ciency of Federal operations is impaired as their 
scope is unduly enlarged. Efficiency of State 
Governments is impaired as they relinquish and 
turn over to the Federal Government responsi- 
bilities which are rightfully theirs. I am opposed 
to any expansion of these subsidies. My con- 
viction is that they can be curtailed with benefit 
to both the Federal and State Governments.” 

CALVIN COOLIDGE. 
(Budget Message, Dec. 2, 1924). 

“There is another field of Government opera- 
tions—a rapidly broadening field of Government 
expenditures—which may be discussed with profit 
to us all. I refer to expenditures which are being 
made from appropriations for Federal Aid... . 
There is a question as to how far the Govern- 
ment should participate in these extraneous ac- 
tivities, and I am frank to say that an answer 
to the question as to whether we can look for- 
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ward to any further material reduction in the 
expenditures of the Government in future years 
depends largely upon whether or not there will 
he a curtailment or expansion of these activities, 
which have already added greatly to the annual 
drafts upon the Treasury of the United States.” 
WarrEN G. HarpIne. 
(Budget Message, Dec. 5, 1922). 





EXTRACTS FROM SENATE DEBATE ON 
FEDERAL ROAD SUBSIDY 

[Editor’s Note: The Senate had under con- 
sideration House Bill 6971, authorizing an 
appropriation of $75,000,000 for 1926 and $75,- 
000,000 for 1927 for Federal subsidies in con- 
struction of highways. Senator David A. Reed, 
Rt, Pennsylvania, proposed amendments to di- 
minish the subsidy gradually, which he explained 
as follows]: 

Mr. Reep of Pennsylvania. Mr. President, 
this amendment and the amendment which fol- 
lows it will reduce the amount of the authoriza- 
tion for 1926 from $75,000,000 to $60,000,000, 
and the amount of the authorization for 1927 
from $75,000,000 to $50,000,000. The purpose 
of offering these amendments is to set the Fed- 
eral Government toward getting out of this busi- 
ness of raising money for expenses of the several 
States. 

It seems to me that the President, in his Bud- 
get message, was entirely right when he said that 
this is in effect breaking down the sovereignty 
and self reliance of the separate States of the 
Union. I do not feel so much compelled by the 
argument that the larger States of the East are 
bearing the greater part of this burden. It seems 
to me necessary that they must bear the greater 
part of the burden of all Federal expense, because 
in them is the greatest part of the wealth of the 
country. I offer these amendments because it 
seems to me that this is not a proper Federal 
expense, and that the sooner the Federal Govern- 
ment gets out of this business of State subsidies 
the better for all concerned. 

(Congresstonal Record, Feb. 4, p. 3085) 

Senator William Cabell Bruce, D., Maryland, 
addressed the Senate as follows, in part: 

(From the Congressional Record, Feb. 6, pp. 
3203-3206) 
ee. © es 

Mr. Bruce. Mr. President, the President of 

the United States has made a great many sensible 
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and judicious observations in the course of his 
messages to Congress, but personally I do not 
think that he ever made a more sensible or 
judicious one than that made by him in one 
of his recent messages with respect to Federal 
aid in support of State objects. In that message 
he said: 

I am convinced that the broadening of this 
field of activity— 

That is to say, Federal activity in the field 
of State administration— 
is detrimental both to Federal and State Gov- 
ernments. Efficiency of Federal operations is 
impaired as their scope is unduly enlarged. Effi- 
ciency of State governments is impaired as they 
relinquish and turn over to the Federal Govern- 
ment responsibilities which are rightfully theirs, 
I am opposed to any expansion of these sub- 
sidies. My conviction is they can be curtailed 
with benefit to both the Federal and State gov- 
ernments. * * * 

I think that the time has come when all of us 
should ask ourselves, as the Senator from New 
York [Mr. WapswortH] suggested yesterday, 
how far this system of Federal subsidy is to go. 
I think that we should all also ask ourselves, as 
the Senator from Pennsylvania [Mr. Reep] has 
suggested, whether the time has not come when 
Federal aid in the matter of State roads, if 
extended at all, should not be extended in a 
diminished degree, perhaps in a degree that 
should lessen from year to year, and in process 
of time cease. 

I think that there are many circumstances, as 
has been said by the Senator from Ohio [Mr. 
Fess], under which the country, in the matter of 
Federal appropriations, should be treated as a 
unit. Under ordinary circumstances it would 
not do for the sovereign States of the Union to 
enter into a scramble with each other as to how 
much or how little they were to contribute for 
the public benefit where national objects were 
involved. Usually each State of the Union 
should be glad, in proportion to the extent to 
which it has been endowed by fortune with its 
blessings, to contribute to the general good. That 
is elemental; that is fundamental. * * * 

The State that I have the honor, in part, to 
represent is no such State as New York. It can 
not be said that it contains any such great em- 
porium of commerce, any such cosmopolitan 
metropolis as the city of New York. It is no over- 





Mai 


flov 
eve 
For 
dep 
Th 
for 
lan 
to ¢ 
upo 
the 
not 
of « 
Tre 
Stat 
is a 
Cov 
a pe 
that 
ern! 
W 
Nev 
per 
Fed 
Uni 
stra 
littl 
eral 
in t 
cent: 
the | 
I 
the 
the | 
vani: 
the 
the 
Fede 
the 
MON: 
ment 
he he 
Mi 
the ] 
the ] 
$157 
of Fe 
ok 
Nort] 
nice ¢ 
collat 





h, 1926 


of his 
lo not 
ble or 
in one 
‘ederal 
lessage 


vf this 
e field 


» Goy- 
ons is 
|. Effi- 
s they 
overn- 
theirs. 
2 sub- 
rtailed 
e gov- 


of us 
1 New 
erday, 
to go. 
jes, as 
»] has 
when 
ds, if 
in a 
that 
rocess 


eS, as 
[ Mr. 
ter of 
as a 
would 
on to 
» how 
e for 
were 
Jnion 
nt to 
h its 
That 


rt, to 
t can 
; em- 
litan 
over- 





March, 1926 


flowing cornucopia. No golden streams pour from 
every portion of the United States into its coffers. 
For their prosperity its people have been largely 
dependent upon their own domestic exertions. 
Therefore, it would be impossible, it seems to me, 
for anyone justly to assign to the State of Mary- 
land any peculiar degree of selfishness were she 


to contend that this burden of Federal aid rests 
upon her more unequally than it should. But 
the fact that it does rest upon her unequally can- 
not be denied. She pays a large amount of taxes 


of one description or another into the Federal 
Treasury, and she receives back in the form of 
State aid only 2.77% per cent of the amount. It 
is also a fact that the expenses of the Federal 
yovernment imposed upon her people constitute 
a per capita tax burden four times as heavy as 
that which the expenses of her own State gov- 
ernment impose upon her. 

When it is recollected that the State of 
Nevada receives in the form of Federal aid 116 
per cent of the taxes that she pays into the 
Federal Treasury, and that other States of the 
Union are in very much the same situation, ab- 
stractedly speaking, it certainly seems to be a 
little unfair, indeed, quite unjust, that the Fed- 
eral Government should regurgitate, so to speak, 
in the form of Federal aid, such a small per- 
centage of the taxes that we paid to it during 
the last fiscal year as 2.77 per cent. 

I might add, in this connection, that some of 
the Members of this body who are opposed to 
the amendment of the Senator from Pennsyl- 
vania [Mr. Reep] appear to have lost sight of 
the very small percentages of return made by 
the Federal Government to their States of the 
Federal taxes paid by them. If I understand it, 
the Senator from North Carolina [Mr. S1m- 
MONS] is antagonistic to the pending amend- 
ment; at least, I draw the inference from what 
he has said that he is. * * * 

Mr. Bruce. The State of North Carolina, in 
the Federal fiscal year ending in 1924, paid into 
the Federal fist in taxes the enormous sum of 
$157,973,393, and it received back in the form 
of Federal aid only 1.18 per cent of this stim 
** * T should think that the Senator from 
North Carolina would have to enter upon a very 
nice calculation indeed to satisfy himself that the 
collateral advantages of which he speaks would 
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be sufficient to offset the fact that while his State 
paid in taxes to the Federal Treasury in the 
fiscal year ending in 1924 as much as $157,973,- 
393, it has paid back in Federal aid in one form 
or another only 1.18 per cent of that amount. 
xk x 

The Senator is apparently satisfied, notwith- 
standing the extraordinary toll that is exacted 
from his State by the Federal Government in the 
form of taxes, that his State reaps the benefit of 
so many collateral advantages resulting gener- 
ally from road building as to countervail the 
extraordinary contribution that it makes to the 
Federal Treasury in taxes. * * * 

Now, I desire to call the attention of the Sen- 
ator from Virginia [Mr. Swanson] to the fact 
that the percentage which that State gets back 
from the Federal Government in the form of 
Federal aid is most insignificant. During the 
fiscal year ending in 1924 the State of Virginia 
paid into the Federal Treasury in taxes of all 
kinds the sum of $45,991,886 and got back only 
3.47 per cent of that amount. The same meager 
percentages apply to numerous other States— 
California, for instance, which gets in the form 
of Federal aid from the Government only 1.91 
per cent of what she pays in taxes into the Fed- 
eral Treasury ; Connecticut, which gets only 1:45 
per cent; Delaware, which gets only 3.51 per 
cent; Florida, which gets only 5.75 per cent; 
Illinois, which gets only 1.05 per cent; Indiana, 
which gets only 4.44 per cent; Massachusetts, 
which gets only 0.86 per cent; Michigan, which 
gets only 1.5 per cent; New Jersey, which gets 
only 0.98 per cent; New York, which gets only 
0.58 per cent; Ohio, which gets back only 1.41 
per cent; Pennsylvania, which gets back only 
1.38 per cent; and so on. These figures are all 
taken from a table which was published last De- 
cember in the Washington Post, and if there is 
no objection I would like to have it inserted in 
the Record at this point. 

The PREsIDING OFFICER. 
it is so ordered. 

The table is as follows: 


Without objection, 


Proportion of Federal subsidies to United States 
taxes paid by each State 

(From the Washington Post, December 28, 1924) 

This table shows the amount of Federal taxes 
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each State paid in the last fiscal year and the 
amount the State received in Federal aid. 








Paid in Received 

State Federal as State Per 
taxes aid? cent 

pS or $ 9,800,970 $1,705,610 17.40 
Pe bscocsbadaes ee 2,131,288 995,331 42.00 
OUND. 5 555030000568 * 6,536,635 1,361,459 20.82 
SS rere pee 129,026,453 2,475,800 1.91 
Colorado .. 15,228,037 1,294,448 8.50 
Connecticut .. 37,006,532 538,009 1.45 
Delaware ..... é 10,805,101 379,330 3.51 
CO Sr ee 15,819,827 910,084 5.7b 
SS SEER perce r oe 19,181,446 2,187,684 11.14 
MD khitee+ensa seeks 1,976,084 905,827 45.08 
PD pnb adeshunicase 214,840,722 8,390,701 1.57 
SD (5 3 sins dope 4-008 45,767,607 2,034,555 4.44 
a, GPCL EE e eee 17,946,204 2,149,551 11.97 
PE ccsancvnakeceaee 20,735,282 2,086,124 9.81 
CO COTE 28,574,914 1,592,612 9.57 
Ph csskveaacene 20,427,382 1,099,011 5.37 
PS sctbvsbieiesmebe 13,945,902 704,496 5.05 
PP or err 34,349,218 714,774 2.77 
Massachusetts ......... 138,681,654 1,196,042 .86 
ae 221,380,005 2,839,480 1.05 
NO, 6 ching caesar 31,586,633 2,157,830 6.88 
SS BARRE ae 4,949,236 1,428,199 28.55 
nee) ae inn ae 68,794,487 2,503,602 3.62 
DL ovtpedsews oes 2,958,039 1,448,635 48.97 
DONNER. --5.6.0045%-045.9% 10,791,615 1,555,586 14,41 
Nevada ....... PE ee 761,499 885,759 116.31 
New Hampshire ...... 5,805,346 387,827 6.68 
OW JOTECY occcccecee 112,260,046 1,109,187 -98 
New Mexico ......... 1,131,323 1,119,086 98.91 
Sp OO. ees -.- 690,415,425 4,020,445 .58 
North Carolina .. - 157,973,393 1,878,830 1.18 
North Dakota 1,282,838 1,142,382 89.05 
ne beens nts<ecuiesen 153,524,832 3,026,236 1.9% 
Me .. sbednebeen 13,520,536 1,818,931 13.41 
ES area te 10,500,237 1,138,148 10.88 
Pennsylvania ......... 269,688,619 3,796,118 1.40 
Rhode Island peeetenee 20,239,353 371,864 1.38 
South Carolina ....... 8,938,278 1,178,110 13.18 
South Dakota ........ 1,951,248 1,175,515 60.24 
Tennessee prcnsauieles ett 18,633,646 1,754,211 9.41 
SON alee biebAdencKe 36,868,758 4,448,314 12.06 


—Woman Patriot. 





LUTHER BURBANK NOT QUALIFIED TO 
PASS JUDGMENT ON MEDICAL 
SUBJECTS 
The Egotist Interferes Again 

Another egotist is up for judgment. This time 
Luther Burbank, botanist extraordinary and 
known internationally as “the plant wizard” has 
had such an expansion of emotion towards his 
fellow man that he is about to join the ranks 
of lay dictators of the practice of medicine. 

Just why excellence in any particuar branch 
of work should seem to envelop an individual 
with a protean skill in other branches is beyond 
the ken of any except the master alienist, Super- 
psychologists realize the baneful effects of “de- 
lusions of grandeur.” With egotists, achievement 
in one line is prone to engender the idea that 
similar wisdom exists, even upon subjects with 
which they have had little, if any, experience and 
possess less, if any, accurate information. 

Luther Burbank is conceded a marvel in his 
own profession. But it is going a bit too far 
to have a Swiss psychologist reported as saying 
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that Mr. Burbank possesses “great healing powers 
by the mere laying on of hands.” 

And it is going much too far when Mr. Bur- 
bank comes out and decries the scientific neces- 
sity of vivisection. He is quoted as saying “To 
vivisect our helpless fellow-travelers along the 
way is certainly absolutely, wholly, cruel, wrong, 
unnecessary, inhuman and barbarous. To torture 
a helpless animal for the amusement or instruc- 
tion, even of pupils, is in my opinion, devilish 
to the last degree.” 

Poor Mr. Burbank! 
may know about plants, it is only too evident 
that he knows less than nothing about people and 
the meaning to human welfare of scientific ani- 
mal experimentation. He is ignorant of the 
manner in which scientific medicine — attains 
triumphs, and of the non-alternative methods 
for medical research workers who are proceeding 
upon the solution of tense problems, both of the 
present and of the future. To give proper 
service to patients, the modern hospital needs 
for routine tests and for investigations, many 
kinds of animals, including dogs, just as the 


medical schools require the same material for 
Surgical meth- 


No matter how much he 


the proper education of doctors. 
ods and anaesthesia owe the greater portion of 
their improvement to experiments based upon 
canines. In many vital experiments determining 
the action of drugs, the subject has been a dog. 
A long list of diseases, ailments and accidents 
owe the technique for their care, or even pre- 
vention to animal experimentation. Diphtheria, 
lockjaw, and childbed fever, scarlet fever and 
vancer are only a few that need be mentioned. 
Through these experimental methods have come 
discovery of drugs that relieve both men and aui- 
mals. From experiments upon dogs came the 
discovery of insulin. The unceasing fight on 
disease is one of the greatest and most contin- 
uous steps in the crusade of progress. Now, if 
scientific men heeded the would-be sagacity of 
Burbank, and abandoned animal experimenta- 
tion, only too soon, the science of medicine would 
revert to the art of witch-craft and the shallow 
speculations of magicians and the mysterious 
manners and ways and means of the Middle 
Ages. 

Mr. Burbank’s “laying on of hands” may be 
beyond cavil in some instances. Probably this 
is what he does in the question of plant pests. 
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For the most of the parasites and foes infect- 
ing plants, the method of “laying on of hands” 
would seem to be about all that is required. A 
forceful pinch between thumb and forefinger can 
kill a slug or devastate the personality of almost 
any vegetable louse. For the animal kingdom, 
the rules differ. 

To Mr. Burbank is referred a reconnoitering 
of the old maxim: “Cobbler stick to your last.” 





ACTIVITIES OF THE SANGAMON 
COUNTY MEDICAL SOCIETY 
Springfield, Illinois. 
January 8, 1926. 
Mr. President and Members 
of the Sangamon County Medical Society: 

The Public Relations Committee submits the 
following report of its activities for the year 
1925: 

1. Recognizing the fact that the continued 
welfare of the private practice of medicine and 
of public health activity rests upon a basis of 
common interest and mutual advantage, your 
committee feels that the county medical society 
should maintain the leadership in all matters 
pertaining to the public health within its juris- 
diction. By reason of a very close contact and 
cordial relationship between this committee and 
the local superintendent of health, a physician 
well trained in public health administration, the 
society has maintained such a leadership during 
the past year. 

2. A most important achievement has been 
the establishment of a modern isolation hospital 
which will replace the present obsolete and dis- 
tressing facilities for the care of communicable 
disease cases, This committee, working in con- 
junction with a special committee of the society 
aid with the local superintendent of health, 
developed a policy which was formally endorsed 
by the society, advocating the construction of 
such a building by one of the local general hos- 
pitals. The Springfield Hospital authorities 
were approached, and they stated that they were 
not in a position to handle the project. The St. 
John’s Hospital generously agreed to undertake 
the enterprise, provided the necessary $100,000 
plus interest charges for a period of five years 
could be raised, with the understanding that at 
the end of this period they would assume the 
entire obligation. The Springfield Council of 
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Social Agencies sponsored the project and 
raised the $100,000 by forming an Isolation Hos- 
pital Securities Company among its board of 
directors. The city and county authorities each 
made an annual appropriation of $3,000 for a 
period of five years to cover the interest charges. 
The new building, which is now under construc- 
tion on the general hospital grounds of St. 
John’s, will be ready for occupancy in March, 
1926, and will be operated as an integral unit of 
that institution. 

3. Acting under the instructions of the 
society, this committee made the following 
recommendations to the city board of educa- 
tion: 1. that the city superintendent of health 
be appointed supervisor of hygiene in the public 
school system, with full authority to direct the 
activities of the school nurses and to formulate 
all policies pertaining to the health of school 
children ; 2. that provision be made for the estab- 
lishment of a modern open air school, and 3. 
that a room for mentally ungraded children, 
formerly in operation, be re-established. The 
board of education heartily accepted these 
recommendations, the suggested appointment 
and appropriations were unanimously voted, 
and the new policies are now in force, 

4. In order to raise the standards of public 
health nursing practice within the jurisdiction 
of the society by avoiding duplication of effort 
and lack of adequate supervision, this committee 
has favored a centralization of administration 
by a definite co-ordination of all official and 
voluntary nursing services with the city health 
department. To obtain this result, it was recom- 
mended that a competent director of nurses be 
employed to work out such a program under the 
immediate supervision of the city superintendent 
of health. The Springfield Council of Social 
Agencies, in conjunction with the local Red 
Cross chapter, has provided the necessary funds, 
and an appointment to this position will be made 
at an early date. 

5. The newly 
Children’s Bureau requested through this com- 
mittee the society’s endorsement of the contem- 
plated child guidance clinics to be held in this 
city under the auspices of that bureau by the 
state Institute for Juvenile Research. Upon a 
favorable report by this committee, the society 
endorsed this important phase of mental hygiene 


created Sangamon County 
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activity and appointed a special committee to 
represent the profession in the movement. 

6. As the result of a suggestion by this com- 
mittee to the city superintendent of health, a 
biological service station for physicians has been 
established at the No. 1 fire station adjacent to 
the city hall. Diphtheria antitoxin, antityphoid 
serum, silver nitrate, and similar products furn- 
ished by the state, may be readily obtained at 
any hour of the day or night. This service is 
available to all physicians in Sangamon and 
adjoining counties. 





THE SHORTEST WAY POSSIBLE TO 
BRING ABOUT STATE MEDICINE 

The following is from the January issue of 
California and Western Medicine: 

A well-known wealthy California business man 
writes : 

“About two years ago, my wife wanted a 
marble-sized cyst removed from the fleshy part of 
her arm. Our family doctor said that, while it 
was a simple matter, he thought Doctor X Y Z, 
a well-known surgeon, could probably do it more 
skilfully, with a smaller resulting scar. Surgeon 
X Y Z removed the thing in his office. He dead- 
ened the pain with an injection, and we were in 
his office possibly a half-hour. There was one 
visit to his office some days later, and we have not 
seen him since. I was surprised a few days later 
to receive a bill for $1000. At first I thought of 
contesting the amount, but we decided to pay it 
and use our influence thereafter to protect our 
friends against falling into the hands of such a 
grafter. We have tangible evidence of our suc- 
cess, which we interpret as a public service. The 
greatest consolation we have had out of the expe- 
rience is that, when explained to our family 
doctor, he commended our course.” 

Another successful business man relates his ex- 
periences with Doctor A B C, who sent him a 
Lill for $5,000 for a simple uncomplicated opera- 
tion for removal of the appendix. Another victim 


writes: “What’s getting into you doctors, any- 
way? You can’t all be grafters, but unless you 


take up and solve some of your problems and, in 
particular, shear some of the dirty crooks who 
wear the cloak of your noble calling, it is not 
difficult to foresee dire consequences.” 

And so it goes, and not all the complaints by 


any means come from victims. Decent doctors 
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are as much exercised over the apparently in- 
creasing number of medical Ponzi’s as are other 
people. 

One of the leading physicians of California 
writes: 

“T have been very much impressed in the last 
several years by the very high fees which some 
men in our profession are charging, and I have 
seen a very goodly number of lay citizens shake 
their heads at the medical profession. The im- 
pression is growing that the reason we all of us 
don’t do this kind of thing is simply because we 
do not dare. It certainly would be a dreadful 
state of affairs if the lay public got it into their 
heads that the medical profession was in one 
sense a group of ‘hold-up artists.’ 

“Not long ago one of my banker friends told 
at a dinner party of this experience with a doctor: 

“It seems that a wealthy easterner, an elderly 
man who came West every winter, went down 
with pneumonia. A well-known doctor was called 
in, and he in turn called another doctor in con- 
sultation. The old gentleman died. The banker 
was called upon to make arrangements to take 
the body back East. The illness lasted about two 
weeks, and the bill for the first doctor was $15,000 
and the bill of the other was $5,000. The banker 
had been instructed to settle up all debts, and he 
went to these doctors and they smiled him out of 
their offices at the mention of a reduction in the 
fee. He then went back to them with a com- 
promise offer, of something like $5,000 and 
$1,000. Again he was smiled out of their offices. 
He then went to a very well-known lawyer and 
said, ‘get these birds,’ and I think they settled on 
the basis of $500 and $250, respectively. 

“I confess I do not see the way out, but I do 
believe that a bit of editorial comment from time 
to time, dealing with the significance of the prac- 
tice of the art of medicine and its ethical and 
social obligations, as contrasted to the purely 
financial considerations and motives, might be 
of real service in holding some of the younger 
men, who hear about these expressions of exten- 
sive commercialism, along the decent path of 
proper medical practice. 

“Pardon my sending you all this stuff, but | 
know your deep interest in all things that con- 
cern the welfare of the medical profession, and I 
feel that you will give the matter thought, and 
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at a suitable time such expression as may seem 
proper.” 

Another prominent ethical doctor writes: 

“Recently, while visiting in a small California 
city, Doctor John Doe told me (giving names 
and dates) that one of his old friends, Mr. Du- 
plex, had been under the care of Doctor Catchem. 
The only positive findings were three dead teeth, 
but there was laboratory work done each day and 
a ‘vaccine made from the blood, and a bill ren- 
dered for six weeks’ services of $7,500. The 
doctor told the patient that he was on his way to 
Europe to lecture before the Royal College of 
Physicians, and on his return would deliver a 
series of lectures at the Mayo, etc. He suggested 
that Mr. Duplex put himself in his care and he 
would keep him well for $2,500 a year-—this 
meant monthly examinations. He stated that 
Mr. A. paid him a retainer of $15,000 a year and 
that Mr. B, the banker, paid him $10,000 a year, 
and so on. 

“The whole process sounds like the routine of a 
quack. If it is true it is a very lucrative business. 
1 am curious to know whether this form of 
‘health insurance’ is being carried on in the state 
of California, and if so if it is ethical.. I am not 
sending this letter in the form of a complaint, 
but merely to satisfy my curiosity and to relay 
the information to Dr. John Doe. I am sorry to 
bother you with the matter, but I thought you 
would be more interested in it and have informa- 
tion about these doctors.” 

These are isolated instances of panhandling, to 
be sure, and we have others much worse than 
these, but difficult to disguise without destroying 
the point aimed at and too disgraceful to publish, 
even were it expedient to do so. When our col- 
lection of these depressing narratives gets a little 
larger, we propose to tabulate them for the in- 
formation of the profession. It seems that the 
majority, if not all these commercialists, have 
certain common and obvious characteristics: 
They are amazingly egocentric, pompous, and in- 
variably severely destructive critics of their own 
organizations and the “moss-covered ethics” that 
their more worthy colleagues love to honor. The 
most stupid characteristic of these gentry is that 
they act as if they thought their well-covered 
heads also made invisible their slimy coats of 
muck, whereas their doctor acquaintances know 
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them, and more and more of their patients are 
finding them out. 

Is there a cure for this “cancer” that is get- 
ting a hold upon a humanitarian profession? Of 
course there is, but it may require some fearless 
surgical work without too much anesthetic. We 
don’t want to wash dirty linen in public, but only 
the sunshine and breezes of the great open places 
will remove some odors and bleach certain ma- 


terials. 





THE PREVENTION OF BALDNESS 

Dr. Louis B. Mount of the State Department 
of Health of New York in a recent radio talk 
said: 

That he deprecates the advice of the barber 
or hair dresser and states that so-called beauty 
specialists are wholly ignorant of the most ele- 
mentary principles of medicine. He gives some 
sane and simple advice about the care of the 
scalp and hair in order to prevent baldness and 
urges those whose crowns are thinning to seek 
the advice of their family physicians, 

“Loss of hair or alopecia as it is called tech- 
nically,” said Dr. Mount, “is a cosmetic defect 
due to many causes. Some of these are beyond 
our control but many of them we can regulate. 

“The hair being a part and parcel of the body, 
it demands just as much care and attention as 
other parts. This care should begin in child- 
hood. It is not necessary or advisable to wash 
too frequently a child’s scalp when it is in a 
normal condition. Cleanliness is the only pur- 
pose of the shampoo. The normal scalp of the 
child is usually fairly free of fat, so it is well to 
apply a grease such as olive oil after washing to 
prevent abnormal dryness. In children the scalp 
should be watched for the appearance of scali- 
ness and when this occurs suitable treatment 
should be instituted. 

“Harsh and irritating substances should be 
kept away from the scalp. The purpose of wash- 
ing the hair and scalp is to remove dirt and it 
should be done with the least amount of chem- 
ical irritation. This is best accomplished by 
using a soap in which the excess of alkali has 
been neutralized—a so-called neutral or super- 
fatted soap. Fancy soaps are fancy in price 
only; they possess no virtues which make them 
desirable for the purpose under discussion. 

“One of the contributing causes to loss of hair 
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is unquestionably the wearing of tight, constrict- 
ing head coverings. The so-called hatless craze 
is a step in the right direction for it not only 
does away with any constriction of the scalp but 
exposure to the rays of the sun has a marked 
stimulating effect on the regrowth of hair. How- 
ever, consideration must be given to climatic 
variations in certain sections of the country and 
undue exposure avoided. 

“Tt has been estimated that normally a person 
loses about forty hairs each day. The important 
point to consider is not so much the number of 
hair lost as the quality. It has been shown that if, 
in the accumulated combings of three consecutive 
days, the number of hairs under six inches in 
Jength form one-third of the total number lost, 
there is a disease of the scalp which requires med- 
ical attention. Of course, this only applies to the 
female sex not including those who have boyish 
bobs. In the case of the latter and of males the 
distinction is made by differentiating those hairs 
which show traces of the barber’s scissors from 
those which have a pointed end. The number 
of these must be only one-fifth or one-fourth of 
the total of hairs four inches in length. 

“When thinning of the hair becomes apparent 
most people accept the advice of the ever ready 
barber or hair dresser who talk glibly about the 
necessity of singeing the hair in order to seal up 
the pores after cutting. This is a perfectly ri- 
diculous procedure and accomplishes absolutely 
nothing. One after another the whole gamut of 
so-called hair tonics or washes are tried, but all in 
vain. Many fall into the clutches of the non- 
medical self-styled beauty or hair specialists. 
people wholly ignorant of the most elementary 
principles of medicine. The hair seeker is told 
that his hairs are coming out with their roots. 
Nothing could be more untrue than such a state- 
ment. The lowest part of the shaft has a small 
swelling, the bulb, always pointed out as the root, 
but which really has no connection whatsoever 
with the growth of hair. 

“So if your hair is disappearing, why not be 
sensible? Consult with your family physician. 
If he cannot help you or does not feel that he is 
qualified to advise you, he as your friend will 
surely direct you to some one else who will in- 
terest himself in your condition.” 
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RELATIONSHIP OF SCHOLARSHIP TO THE 
USE OF TOBACCO. 


Dr. Rosslyn Earp, Director of the Medical Depart- 
ment of Antioch College, has made a study of the 
relationship between scholarship and the use of tobacco, 
In the summary of his study he says: 

A careful study of smoking among men students 
at Antioch does not disclose any permanent effects of 
smoking upon blood pressure, lung capacity, or pulse 
rate; but a definite relationship is established between 
smoking and low scholarship. Among men students, 
31.8 per cent. of nonsmokers fail to maintain required 
grades, while 62.3 per cent. of heavy smokers similarly 
fail. “Inhalers” fail most often. Before this study 
began, the more susceptible smokers had been edim- 
inated, since many more smokers than nonsmokers had 
failed and been dropped from college. 


ANTIOCH IN BRIEF 


The Antioch purpose is to bring about a balanced 
development of character, intelligence, and power. Any 
novelty in its program is due to the endeavor to cor- 
rect prevailing disproportionate emphasis upon elements 
of personality or of environment. Antioch combines 
in six years a liberal college education, vocational train- 
ing, and apprenticeship to practical life. 

Required courses include widely varied liberal sub- 
jects, and training for physical health and economic 
sense. Vocational courses help students decide upon 
their vocations and prepare for callings such as en- 
gineering, business administration, journalism, home 
and institutional management, and education. Admin- 
istrative ability is emphasized, rather than specialized 
technique. 

Half-time practical work in alternate five-week pe- 
riods develops responsibility and helps students to de- 
cide upon and prepare for vocations. 


THE MATERIAL FOR RESEARCH 

A study of smoking among men students at Antioch 
has been pursued with thorough care and in accord- 
ance with sound statistical methods. Antioch students 
provide material of quite unusual value for such a 
study. Nearly all parts of the country are quite uni- 
formly represented. About half the men smoke, and 
these do so openly. There is no motive for secrecy 
or deception. The men have shown interest in the 
research, assisting generously with information. 

The data included that supplied by the students about 
themselves ; that recorded during the physical examina- 
tions, not indifferently or in haste, but with a knowl- 
edge that accurate measurements would be needed for 
statistical research; intelligence tests made both before 
admission and in college; and the “grades,” which are 
the carefully considered verdicts of the faculty on 
each student’s scholarship. 

All scholastic grades were reduced to the basis in 
use when the study began in 1933-1924, in which a 
grade of “C” equals 3, “B” equals 4, and “A” equals 5. 


SMOKING AND ATHLETICS 


In actual experience at Antioch, nonsmokers seem 
to do slightly better in athletics than smokers. In 
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track meets during the past two years they have gained 
an easy majority of points. On the other hand, all 
important events in our first swimming meet, held last 
spring, were won by two experts, both of whom were 
habitual smokers. 

Of 177 students who now smoke, 74 gained athletic 
“letters” at high school or preparatory school, and 21 
have won the college letters. Of 176 students who 
do not smoke, only 56 gained athletic letters at high 
school or preparatory school, :but they also include 21 
representatives with college (Varsity A) letters. 

The tentative conclusion is that high school athletes 
tend to take up smoking, and so increase the number 
of athletes among college smokers, but that the smokers 
do not retain their pre-eminence in sports. This con- 
clusion is supported by the fact that of students who 
began smoking in high school, 37 have high school 
letters, but of these only three have gained college 
letters by accomplishments in athletics at Antioch. 


SMOKING AND PHYSIQUE | 

Those who believe most firmly in the poisonous 
effects of tobacco commonly maintain that its use 
increases the speed of the pulse and alters blood pres- 
sure. There is some experimental evidence that in 
many cases these effects do follow immediately after 
smoking. If the speeding effect were permanent it 
would reduce the reserve power of the heart, and we 
should expect the athletic smoker to be handicapped 
by this loss of reserve. 

Unfortunately for this theory, the average smoker’s 
heart was found to be one-fifth of a beat per minute 
slower than that of the nonsmoker—probably a chance 
variation. We found no significant difference in the 
blood pressure or in the lung capacity of the two 
groups. If from one to six years of moderate smok- 
ing causes any permanent effect on the human machine, 
we have yet to discover it. If a moderate use of 
tobacco causes a temporary but not a permanent loss 
of physical efficiency in these respects, then the claims 
of those who oppose the use of tobacco must be 
modified. ’ 
SMOKING AND SCHOLARSHIP 

Of 23 men dismissed from Antioch last year for 
low scholarship, 20 were smokers. This fact bears 
upon all the following statistics. As the poorest stu- 
dents are dropped, the average grade of the remainder 
is higher. If most of those dropped are smokers, 
then the smokers remaining in college are a selected 
group who are less effected by the association of 
smoking with low scholarship. Were it not for such 
elimination, the scholarship of smokers would appear 
still more unfavorably. 

On the basis of grading which prevailed when this 
study was undertaken, an average grade of 3.2 was 
required of students. A grade of 4 or higher was 
made by 23.9 per cent. of nonsmokers, and by 7.9 
per cent. of smokers. The average grade of 176 non- 
smokers last year was 3.51; that of 177 smokers was 
3.14. The difference is .37. The mathematical prob- 
ability of such a difference arising by chance is only 
one in 730 millions. The difference in scholarship of 
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smokers and nonsmokers is real, with some assignable 
cause. 

We cannot at once conclude that the habit of smok- 
ing is that cause. It might be a third factor. For 
example, sociability may be associated both with smok- 
ing and with low scholarship. So we investigated 
further. 

We found that heavy smokers have lower grades 
than light smokers. Heavy smokers average 3.00; 
light smokers, 3.23. More heavy than light smokers 
fall below diploma grade. (Students falling below 
diploma grade, 3.2, must improve scholarship or leave 
college.) Of nonsmokers, 31.8 per cent. fall below 
diploma grade; of light smokers, 43.0 per cent; and 
of heavy smokers, 62.3 fall below. 

Smokers who “inhale” have lower scholarship than 
those who do not. Of all smokers who do not inhale, 
42.4 per cent. fall below diploma grade; but of those 
who do inhale, 43.8 per cent. of light smokers, and 
65.1 per cent. of heavy smokers fall below. 

Smokers remaining in college fall steadily in scholar- 
ship (from 3.56 to 3.31 in three years). Nonsmokers 
maintain a nearly uniform average. 

With these figures before us, it is hard to avoid the 
conclusion that smoking is actually a cause of mental 
inefficiency. 

In 1921 Antioch launched its new educational pro- 
gram almost without resources. The total expenditure 
for 1919-1920 was less than $15,000. 

Antioch was chosen for this new undertaking in 
part because of the great variety of vocational interests 
in the region, and for the remarkable beauty of the 
campus and of the wooded streams and rugged valleys 
adjoining. More especially its very poverty made possi- 
ble freedom to plan and execute, impossible in a pros- 
perous, conventional college where tradition is rigid. 

Four years’ operation has confirmed the wisdom of 
this course. Antioch is blazing a new trail in educa- 
tion. But finances have been most difficult. Adequate 
resources are yet to be secured. The annual budget 
is $250,000, of which $100,000 must be found through 
contributions. Men of means tend to “wait and see,” 
until the years of risk and adventure are past, and 
many friends require time to make adjustments in 
their budgets. Your help just now, even to a moderate 
degree, may mean much to the destiny of Antioch. 





PHYSICIAN WANTED TO ASSIST REGIS- 
TERED NURSE IN CARE OF PATIENT. 


THE TAIL WAGGING THE DOG 


In a recent edition of The New York Times appeared 
a wholly unique advertisement. We reproduce it for 
the opportunity it offers some deserving doctor: 

“PHYSICIAN wanted—M.D. preferred, to assist 
registered nurse in care of patient. M157 Times.” 

Here is a nurse who has carried the present trend 
to its logical conclusion. It is a sentimental concession 
to Auld Lang Syne which gives “M.D” the preference? 
In behalf of medical applicants for the position, we 
thank M157 and are duly grateful. 

The “ad” has a humorous flavor somewhat reminis- 
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cent of Lewis Carroll. It seems to foretell a new 
looking-glass-land, where sinners preach to the clergy, 
the rabbit hunts the fox, and generals serve sergeants 
to the tune of “All the World Is Upside Down.”— 
The New York Medical Week. 





ANAPHYLACTIC REACTIONS FOLLOWING 
ADMINISTRATION OF SERUMS 


TO CHILDREN PREVIOUSLY IMMUNIZED AGAINST 
DIPHTHERIA 


Chester A. Stewart, M, D., Assistant Professor, De- 
partment of Pediatrics, University of Minnesota, Med- 
ical School, Minneapolis, in the J. of A. M. A., says: 

The administration of diphtheria toxin-antitoxin to 
render children immune to diphtheria is unquestionably 
a valuable procedure, although having the distinct ad- 
vantage of sensitizing these individuals to horse serum. 
Subsequent administrations of serums as therapeutic 
and prophylactic measures undoubtedly are accom- 
panied with the danger of anaphylactic reactions. As 
a result of the widespread employment of toxin-anti- 
toxin preparations for active immunization of children 
against diphtheria, clinicians undoubtedly will encounter 
an increased frequency of the incidence of anaphylactic 
reaction following subsequent administration of serums 
to these sensitized patients. I have recently had seven 
such instances, all of which occurred in children who 
previously had been immunized against diphtheria. 

The first instance occurred following the administra- 
tion of a prophylactic injection of antitetanic serum to 
a child who had received immunizing doses of diph- 
theria toxin-antitoxin one year previously. Promptly 
following the injection of this serum, the breathing 
became rapid, and a diffuse erythema of the skin de- 
veloped, of severe intensity. Ten minims (0.6 c.c.) of 
epinephrin was administered, which gave prompt relief. 
One week later, a generalized urticaria accompanied 
by intense itching and enormous wheals developed. 
Marked angioneurotic edema appeared, involving the 
tongue, face, hands and feet. Four subsequent similar 
attacks of equal severity occurred at intervals of from 
three to four days. 

Five additional cases of anaphylactic reactions were 
seen following the administration of prophylactic doses 
of scarlatinal antistreptococcic serum to children ex- 
posed to scarlet fever. All the children had been im- 
munized against diphtheria from eight to eleven months 
previously. In each instance the cutaneous manifesta- 
tions, such as urticaria and angioneurotic edema, were 
of such severity as to be alarming. In the most severe 
of the five cases the temperature rose to 104 F. on 
the second day, and the child had severe vomiting 
attacks every half hour for twelve hours, which 
promptly subsided after a subcutaneous injection of 
20 minims (1.25 cc.) of epinephrin. One day later, 
vomiting recurred, which again subsided on the admin- 
istration of epinephrin. At this time an edema appeared, 
involving the left arm, of such intensity as partially 
to immobilize the elbow. Six subsequent exacerbations 
of anaphylactic manifestations of varying severity oc- 

‘curred in the patient at intervals of from one to three 
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days. In this instance, a desentizing dose of a few 
minims of the scarlatinal antistreptococcic serum had 
been injected subcutaneously two hours before the 
administration of the entire dosage (10 c.c.), but failed 
to prevent the serum reaction. 

The seventh anaphylactic reaction occurred following 
the injection of diphtheria antitoxin. This child, three 
months previously, had been immunized against diph- 
theria, but apparently had not developed an immunity 
to the disease. The reaction in this instance was much 
milder than in the other six cases. 


DANGER IN USE OF ANTITOXIN CONTAINING HORSE SERUM 


Although no deaths occurred among these seven 
patients, nevertheless the reactions experienced prob- 
ably should serve as a warning to use care in the 
administration of serums, derived from horses, to chil- 
dren who have been previously sensitized by injections 
of diphtheria toxin-antitoxin. A complete avoidance 
of serum sensitization undoubtedly is highly desirable. 
As a result of recent studies at the University of Min- 
nesota, a method is being perfected by means of 
which children may be immunized against diphtheria 
without the employment of serums. The perfection 
and standardization of this method unquestionably will 
prove a distinct and important contribution to medical 
science. 

Attention is called to danger of the occurrence of 
anaphylactic reactions following the administration of 
various antitoxins containing horse serum to children 
who have been sensitized to this serum through diph- 
theria immunization. Active immunization of the child 
population against diphtheria is so important, however, 
that the development of a method by which an immu- 
nity to this disease may be acquired without serum 
sensitization is highly desirable. 





SHOULD THE SCHICK TEST BE 
ABANDONED ?* 


Witrrep H. Kettocc, M. D., 


Director Bureau of Communicable Diseases, California 
State Board of Health, Berkeley, Calif. 


In an article in the current number of the Journal of Public 
Health says: 


The procedure of Schick testing preliminary to im- 
munization has been so generally recommended and 
has become so well established that the two are in- 
dissolubly linked in the minds of most of us, and it 
would almost seem that the idea was sometimes har- 
bored that the Schick test was a necessary part of the 
process of immunization; but in this paper evidence is 
presented to support the contention that the Schick 
test for diphtheria susceptibility should be abandoned 
absolutely, not only in private but also in public health 
practice. 

An extensive and accumulating experience in the 
Schick testing of large groups of persons, both chil- 
dren and adults, and the retesting of them after toxin- 
antitoxin immunization, has brought to light a num- 
ber of sources of error that constitute a danger both 


*Read before the 54th Annual Meeting of the California 
Medical Association, Yosemite Valley, Calif., May 19, 1925. 
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from a public health standpoint and as regards the 
welfare of the individuals concerned. These draw- 
backs to the use of the test have not been generally 
recognized, although some of them have been noted 
by others; but there has been voiced no appreciation 
of the seriousness of the situation nor any question as 
to the advisability of modifying the practice regarding 
the use of the test in connection with the immuniza- 
tion of children against diphtheria. 


ERRORS DUE TO PROTEIN SENSITIVENESS 


The occurrence of reactions due to sensitiveness to 
some of the proteins of the toxin mixture is a great 
and hitherto unappreciated source of error in the inter- 
pretation of the readings of the Schick test. It is the 
general understanding that protein reactions can be 
easily distinguished by using a heated control to com- 
pare with the test reaction, the theory being that the 
protein reaction reaches its height in 24 to 48 hours, 
while the Schick is not fully developed until 96 hours 
have passed. Furthermore, the protein reaction is 
expected to fade quickly, being about gone when the 
positive Schick is at its height. This is in the main 
correct, but there are so many variations such as 
rapidly developing and quickly fading toxin reactions 
and slow fading protein reactions, that many errors 
result; more than would ever have been thought pos- 
sible or known, had it not been for the large series 
of Schick tests controlled by the guinea pig method 
that have been observed. 

The difference in color between the true toxin reac- 
tion and the protein reaction is frequentliy not demon- 
strable. Protein reactions oftentimes have a bright red 
color instead of the purplish tinge which is expected 
to help in distinguishing between the two, and some- 
times even these characteristics seem to be slightly 
reversed. The error from protein reactions is usually 
that of interpreting them as a positive Schick which 
is on the safe side, but the opposite sometimes happens. 
The percentage of error in reading reactions in those 
who are protein sensitive is, in the hands of even the 
most experienced, frequently as high as 50 per cent. 

In one group of 94 persons in the Eldridge State 
Home tested by both methods and selected because of 
the occurrence of pseudo reactions, there were 22 that 
could not be decided between positive and negative by 
the Schick test. Of these, 4, or 18 per cent, were 
found to be unprotected and 18, or 82 per cent, were 
found to be immune by the Kellogg’ test. One case 
reported as having a negative pseudo reaction, was 
found to have no antitoxin and two that were read as 
positives were found to be protected. This makes an 
error of 27 per cent in the readings of this group. A 
group of university students gave an error of 10 out 
of 46. In a group of 66 persons tested in the Cali- 
fornia School for the Deaf and Blind 14 were read as 
combined positives. Of the 14, 7 were found to be 
actually unprotected while 7 had antitoxin in protec- 
tive amount. The error was 50 per cent but on the 
safe side. 

One child in Willits and one in Ukiah developed 
diphtheria, one in January, 1924, and the other in No- 
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vember, 1924. both of these children had been re- 
garded as showing negative pseudo reactions in Oc- 
tober, 1923, and consequently they had not been given 
the toxin-antitoxin with the others. The error in this 
case was unavoidable as the Schick test readings were 
made by two highly competent persons, epidemiologists 
in the State Department of Health with a record of 
thousands of tests to their credit. A boy in the 
Sonoma State Home, tested by us in April, 1923, was 
regarded as having a negative pseudo reaction; no 
toxin-antitoxin was given, and in December, 1924, he 
developed diphtheria. 


POSSIBILITY OF LOCAL IMMUNITY 


When a straight Schick negative occurs in a sus- 
pectible person and the toxin used is known to be 
potent, about the only explanation possible is that there 
are differences of reactivity in different skin areas of 
the same individual, accounted for possibly by some 
form of local immunity. It is difficult, of course, to 
accept this explanation in the case of toxin suscepti- 
bility but apparently it muse be considered. 

In several tests that have recently been made in 
which two separate Schick tests were placed on the 
same arm, one above and one below the elbow, it was 
noted that there was frequently a marked difference 
in the degree of reaction in the two locations. In 
one case, the protein reaction was noticeable on the 
lower arm and absolutely nothing was observed on the 
upper arm. In two cases very severe positive reactions 
occurred on the lower arm and very slight reactions 
on the upper arm. In another case, this arrangement 
was reversed, non reaction appearing on the lower arm, 
but a definite positive Schick developing on the upper 
arm. All of these variations occurred in a group of 
11 persons. 

Evidently, the series of duplicate tests in the same 
individual made at the same time, reported by Park’, 
in which 2 per cent showed one positive and one nega- 
tive reaction, is to be classed in the same group as to 
cause. This means 2 per cent of false negative re- 
ports, a serious matter for the persons concerned. In 
the Ukiah group, a child of 8 years gave a straight 
negative Schick in October, 1923, and accordingly was 
not immunized. In February, 1924, she developed 
diphtheria. An inmate of the Sonoma State Home at 
Eldridge was Schick tested by us in April, 1923, the 
result being a straight negative. In 1924, he was 
reported as having diphtheria, although in this par- 
ticular case there was no bacteriological confirmation. 
Dr. Sippy of Stockton has reported a case that gave a 
negative Schick test in May, 1924, following. toxin- 
antitoxin immunization, and which developed diph- 
theria in June, 1924. 

These examples of false negative Schick tests are 
not to be explained by lack of skill and experience on 
the part of the operators. Leaving ourselves out of 
consideration, if the skill of Park and his associates 
is not a guarantee against false negatives due, so far 
as we know, to the manner of making the injection or 
possibly to variation in local skin reactivity, it fol- 
lows that this must occur everywhere, and it will be a 
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safe assumption that Park’s figures of 2 per cent 
represent the absolute minimum of such errors. 

Further examples of false negative Schicks are 
found in those persons giving a positive Schick reaction 
after a previous negative one. Two children in the 
Ukiah schools who were found negative in October, 
1923, were found positive in October, 1924. One or 
the other must have been wrong, unless an immune 
person can lose his protection. The latter possibility 
has evidently not seemed likely in the minds of in- 
vestigators generally. The well-known steady increase 
of immunes as age increases, is distinctly against the 
idea, because there is evidently a natural and inherited 
tendency toward the development of antitoxin im- 
munity, and, furthermore, no instances of loss of pro- 
tection have been observed when it has once been 
demonstrated by the Kellogg test. 


LATE APPEARANCE OF REACTION 


Sometimes the Schick reaction does not commence to 
show itself until after the usual time set for the final 
inspection. On the basis of 4 days for the full develop- 
ment of the reaction, it is the custom to look at the 
arms for the last time on the 4th day. That this may 
result in a false negative report is shown by the experi- 
ence in a Lodi school where 2 children were examined 
and recorded as negative on the 4th day, and the 
reactions began to appear late on that same day and 
were confirmed as positive at a later visit to this school. 


DETERIORATED TOXIN 


Probably the greatest single obstacle to accuracy in 
the Schick test is the tremendous instability of diph- 


theria toxin. Under the influence of light, air, lapse 
of time, dilution and other less well understood influ- 
ences, the toxic portion of the substance is steadily 
going over into toxoid, which is inert so far as the 
skin test is concerned. Of course, this process is slow 
in a well “ripened” toxin, but it frequently happens 
that a sudden drop in strength occurs. The smaller 
the bulk of the toxin, the more likely are these changes 
to occur. 

In the usual commercial Schick test package, toxin 
for 50 tests (1 minimal lethal dose) is placed in one 
bottle and its bulk is so small that it can hardly be 
perceived at all. Sterile salt solution is furnished to 
dilute it to the proper strength. The several causes of 
deterioration already mentioned are favored by this 
method of packing, which is unavoidable when small 
amounts are supplied. The deterioration of the toxin 
is a particularly serious matter for the physician apply- 
ing only a few tests at a time, for he has no check 
whatever against false negatives from this cause, and 
is likely to consider his patients immune, when a fresh 
and active product would show them susceptible. This 
must happen frequently, as laboratory tests by the 
standard lethal test method, of many different packages 
of different makes, have shown an astonishingly high 
percentage in inert material to be on the market. 
These toxins were all right when they left the manu- 
facturers; they passed the Hygienic Laboratory test 
and were well within the expiration date on the pack- 
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age; but many did not withstand the deteriorating in- 
fluences afterward. Fifty-one samples were tested 
from 14 lots supplied by 6 manufacturers. Twenty- 
nine samples were shown to be not potent, and only 
3 lots had no non-potent samples. 

It may be supposed that physicians will be on their 
guard for poor toxin and will suspect the material if 
too many negative results are being obtained. Theoret- 
ically, this may be so, but not practically. The prac- 
titioner will not think of this, and he is told nothing 
of it by the manufacturer in the literature accompany- 
ing the package. On the other hand, those who are 
doing large numbers of tests might be expected to be 
on the watch for such trouble, but experience shows 
that they also frequently overlook it. 

In a small town, 380 children were given the Schick 
test by physicians who were well trained but not ex- 
perienced in this work. They used toxin put up by 
one of the most reliable biological houses and were not 
at all disturbed when they obtained only 25 per cent 
of positive reactions. This same group of physicians 
tested 300 children in another school, and we assisted 
the health officer in reading the reactions. The only 
positives obtained were in the two lower grades, all 
of the children above these grades giving negative 
reactions. Different lots of toxin had been used in 
the upper and lower grades, so this showed conclusively 
that the toxin used in the upper grades had de- 
teriorated. On learning that only 25 per cent of posi- 
tive reactions had been obtained in the other town, we 
offered to retest them, and when this was done the 
result was 75 per cent of positives. 


FALSE NEGATIVES AFTER IMMUNIZATION 


It seems likely that there is some influence tending 
to make the Schick test unreliable in those recently 
immunized with toxin-antitoxin. Experience with a 
group in the California School for the Deaf and Blind, 
seems to show that false negative reactions may be 
obtained in those immunized and that the percentage 
of successful results of this procedure may not be so 
high as we have believed. The results obtained in this 
group are disturbing to our confidence in the Schick 
test, for we obtained an unusual number of false nega- 
tives with a toxin which later passed the animal 
potency test satisfactorily. Incidentally, this shows a 
disappointing failure to obtain immunity with toxin- 
antitoxin and shows that there is probably also a 
tendency for this product to deteriorate suddenly as 
does toxin. 

DISCUSSION 


The practice of immunizing children without regard 
to their immune status has everything in its favor, 
and it has no disadvantages. In discontinuing the 
Schick test, we are abandoning a procedure that, even 
if not subject to the weaknesses already mentioned, 
is only of academic interest so far as the age group 
requiring immunization is concerned. 

The time to immunize children is between the first 
and second years, not after they have entered school 
and have already run the gauntlet of exposure to in- 
fection. Our figures show that in California, about 
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60 per cent of the cases of diphtheria are under 9 years 
of age, while only about 25 per cent of the immuniza- 
tions have been in this group. The younger children 
are practically all susceptible, fully 80 per cent in most 
localities. Added to this almost universal need of 
immunization, we have the fact that the toxin-antitoxin 
in the form now used gives no disturbing reactions in 
children of this age. There is, therefore, no reason at 
all why any chance, no matter how small, should be 
taken of permitting any child to escape immunization 
by reason of a false belief in its immunity. Out of 
every large group of children subjected to one test or 
treatment, there will always be a certain number who 
never appear for the second. Therefore, if this first 
interview with the physician is for an injection of 
toxin-antitoxin instead of for a Schick test, the entire 
group will have received at least one of the series of 
immunizing injections. 

In small groups where it is desired to know whether 
or not an individual is immune, and this may apply 
with some reason to adults who are sometimes subject 
to rather severe protein reactions, the laboratory test 
which is previously referred to may be used. This test 
requires only a small quantity of blood, from %4 to 1 
c.c., and it may be taken from a vein with a fine needle 
or by puncturing the ear lobe as for the Widal test. 

As to the testing of immunized children later for 
the determination of immunity, the experience with the 
Blind School group previously referred to, shows the 
futility of using the Schick test for this purpose. It 
does not matter whether the finding of such a high 
percentage of actually unprotected persons among 
those giving negative Schicks following toxin- 
antitoxin immunization is to be explained as a 
curious exception to the normal behavior of the Schick 
reaction due to the toxin-antitoxin, or whether it is an 
example of the possibility of error in primary Schick 
tests. In either case it is a failure of the Schick test. 
The testing for susceptibility after immunization will 
have to be reserved, therefore, to the comparatively 
small number of individuals in whom there is more 
than the usual interest in the outcome of the procedure. 
These will be tested by guinea pig inoculation accord- 
ing to the method referred to as the only accurate 
method available. For public health purposes, the con- 
trol of the disease will be just as effective if the small 
percentage who do not gain an immunity with one 
series of toxin-antitoxin injections remain susceptible. 


SUMMARY AND CONCLUSIONS 


1. Observations are recorded showing that the 
Schick test is subject to errors in its application, 
which more than offset the value of the information 
derived from its use. The causes of the errors are: 

a. Unavoidable error in technique of the injection, 
possibly also including variation of skin re- 
activity in different areas. 

b. Unavoidable errors in the interpretation of 
pseudo reactions. 

c. Deterioration of toxin against which there is no 
control when a few tests only are being made. 

d. Lack of sufficient experience in the use of the 
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test which multiplies all possible sources of 
error. 

2. A high percentage of false negative Schick tests 
has been found in persons following immunization, the 
information as to their true status having been deter- 
mined by laboratory test using the Kellogg method. 

3. The Schick test is of academic interest only and 
should be abandoned completely for the following rea- 
sons: 

a. It is subject to a sufficient percentage of false 
negative readings to result in the failure of pro- 
tection of children who otherwise would have 
been protected. 

b. Knowledge of the immune status of children is 
not required, as most of those in the age group 
most concerned are susceptible, while immuniza- 
tion of the balance is open to no objection. 

c. General immunization of children without further 
attention to whether or not immunity has been 
attained, will result in complete public health 
control of diphtheria. 

4. For determining the immune status of individuals 

and small groups, where this information is specially 
desired, the laboratory test of the author is convenient 


and accurate. 
REFERENCES 
1. Kellogg, W. H. The Intra-cutaneous Guinea Pig Test 
(Kellogg), etc. Jour A. M. A., 80:748-750 (Mar. 17), 1923. 
2. Park. Jour A. M. A., 79:1584 (Nov. 4), 1922. 





TWELFTH ANNUAL MEETING OF MEDICAL 
WOMEN’S NATIONAL ASSN. 


The twelfth annual meeting of the Medical Women’s 
National Association will take place April 18 and 19, 
at Dallas, Texas, in conjunction with the American 
Medical Association meeting. 

The headquarters of the M. W. N. A. are the Hotel 
Baker. Dr. May Agnes Hopkins, Medical Arts Bldg., 
Dallas, Texas, is the Chairman of the Committee on 
Arrangements. 

Women intending to go to this meeting should 
promptly make reservations either through Dr. Hop- 
kins or directly at the Baker Hotel, as there will be 
a big crowd there. Hotel rates are reasonable, a dou- 
ble room with bath averaging $6. 

The terms for railroad transportation should be 
looked up in the A.M.A. Journal, but in many places 
where there are large numbers of members of the 
Medical Women’s National Association, special cars 
for the women may be run. 

Medical women passing through New Orleans are 
especially invited to stop over there and will meet 
with a cordial welcome from the New Orleans medical 
women, represented by Dr. Elizabeth Bass, 3513 Pry- 
tania St., who is President of the Women Physicians 
of the Southern Medical Association. 

The Texas women, cooperating with the chairman, 
Dr. Hopkins, are making most attractive arrangements 
for the meeting. All medical women, whether mem- 
bers of the M.W.N.A. or not, are most cordially in- 
vited to participate in this meeting. 
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Correspondence 


THE SUPREME COURT HAS NOT DE- 
CIDED THE CARE OF DR. RAMSAY 


To the Editor: 


Last week when the Supreme Court adjourned, 
one of our local newspapers carried an an- 
nouncement that the case brought against your 
Department by Dr. Blaine L. Ramsay had been 
decided by the Supreme Court in favor of Dr. 
Ramsay. We received no announcement from 
the Supreme Court to this effect, and have 
been endeavoring to obtain a copy of the opinion. 
The official list of opinions handed down by the 
Illinois Supreme Court in the February term 
has just reached us, and there is no mention 
whatever of any decision in the case of Ramsay 
v. Shelton, et al. To make certain that this in- 
formation was correct, we communicated with 
the attorneys for Dr. Ramsay, and they con- 
firmed the fact that the Supreme Court is still 
holding this case under advisement. 


We note that the newspaper item purported 
to convey information to the effect that the 
Supreme Court had decided a controversy be- 
tween Drs. Humiston and Ramsay. This would 
indicate to us that the newspaper item was in- 
spired as the only issue which the Supreme 
Court could decide in the case before them, was 
whether or not the State Medical Board had 
jurisdiction to try the charges against Dr. 
Ramsay. 

Very truly yours, 
EvtMer M. LEESMAN. 

NOTE—This matter before the Supreme Court not 
on the merits of the case. It is an endeavor to avoid 
completing the trial on its merits by having the law 
declared unconstitutional on some technicality and thus 
avoiding action by the department of registration which 
had heard seventeen witnesses for the state and forty- 
five for the defense. Realizing the inevitable outcome 
of trial an injunction was sought to stop the trial. 
The injunction being dissolved an appeal was taken to 
the supreme court to prevent the department of regis- 
tration from passing on his case. 

A recent publication in a Chicago evening paper 
seemed to be a renewal of the lying propaganda which 
has characterized the defense in this case from the 
beginning. 
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BEWARE OF MEDICAL IMPOSTOR 
Bloomington, Ill., February 4, 1926, 
To the Editor: 

For the information of the JourNAL readers, 
I wish to report a faker who came to my office, 
claiming that he might have a piece of steel in 
his arm near his elbow joint and requested an 
X-ray picture of same. The picture was taken 
and the gentlemen presented a check to be cashed, 
wishing the extra amount in change. 

He stated that he was a business man and was 
seeking a location for dairy products in this city 
and that he was consulting with real estate men 
here. 

This man is heavy weight, about five feet six 
inches in height, face is somewhat edematous 
and especially under the eyes. Age about 55, 
fairly well dressed. 

This information is sent for the reason that he 
probably is making a tour of the State, faking 
his living in this way. Authorities here were 
notified who will be glad if he is apprehended. 

It is my understanding from a local bank that 
they have received word from a Bankers Protec- 
tive Association that this man has been seeing a 
number of medical men and faking them in this 
manner. He gave us the name of Frank Jeffer- 
son, claiming to be from Monticello, Illinois, and 
the check was written on the Champaign Na- 
tional Bank and supposed to have been signed 
by George Rucker. 

Very truly yours, 
PauL E. GREENLEAF. 





AN IMPROVED METHOD FOR READING 
RESULTS OF THE KAHN TEST 
Chicago, Ill., Feb. 28, 1926. 
To the Editor: 

In investigating the reaction in the individual 
tubes set up for the Kahn Test for Syphilis. it 
is customary to examine the precipitate by hold- 
ing the tube nearly horizontally and a little above 
the level of the eyes, as illustrated in Plate IV, 
opposite page 144, in Dr. Kahn’s book describ- 
ing his test. This is a somewhat inconvenient 
position and if many tubes are to be examined, 
quite fatiguing. 

It is also necessary to have a dark background, 
in order that the finer precipitates may not be 
missed. 

Occasionally, it is also desirable to employ a 
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) dight magnification—as with a “reading glass,” 


to help judge the precipitates. 

As an improvement on this, giving a more nat- 
ural and convenient position, while at the same 
time furnishing an ideal background and a vari- 
able and sufficient amount of magnification, we 
have found it desirable, in our laboratories, to 
examine the tube by means of an ordinary 2-inch 
“head-mirror,” selecting one with as small a 
central aperture as possible. 

With the window shade pulled down and an 
electric light suspended over the table at a height 
of about 50 centimeters and centered about 15 
centimeters in front of the observer, the head- 
mirror is laid on the table, beneath the light, 
the knob by means of which it is fastened to the 
clamp on the head band, giving it a convenient 
slope. 

The tube to be examined is then held so that 
its image can be seen in the mirror. 

By holding the tube at various heights above 
the mirror, its image will be magnified to various 
degrees. 

The effect of a dark background is also ob- 
tained because of the manner in which the im- 
pinging rays of light are reflected, while, with 
a little practice, the tube can also be held at the 
edge of the converging cone of light, brightly 
illuminating the particles of the precipitate—a 
useful method of observation, on occasions. 

We have obtained the best effect with a bulb 
of milk-white glass in the socket, though an ordi- 
nary bulb will also enable quite satisfactory 
observations. 

By this method, the observations are always 
made with an illumination of like intensity, with 
an excellent background, leading to the develop- 
ment of a more concrete standard for compar- 
ison. Fine precipitates can more readily be seen 
by the less experienced workers, while the more 
natural position of observation will be much ap- 
Preciated by everyone. 

The greater ease with which the examination 
can be made will also lead to a more accurate ob- 
servation, with less tendency to hurry the inspec- 
tion, leading to a greater accuracy of readings 
and, consequently, improved diagnoses. 

Cuares E. M. Fiscuer, 
F. R. M.S., M. D. 
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Original Articles 


MASSAGE AND MOVEMENTS IN THE 
TREATMENT OF FRACTURES* 
WiLuiaM Darracu, M.D. 


Dean and Associate Prof. of Surgery, Columbia University 
NEW YORK, N. Y. 

Concerning this important question I have 
nothing new to advocate; I wish only to re- 
awaken your consciences and to recall to your 
attention what you all know but what some of 
you may have forgotten. 

Many neglect entirely these very useful aids; 
others don’t use them enough; some, at least, 
misuse them. Massage and movements should 
not replace the old established methods of re- 
duction and immobilization whether by traction, 
by apparatus or by operation, but they should 
be made use of wisely and carefully, thoroughly 
and patiently, as aids to our other treatments. If 
they are used properly they will shorten the 
period of convalescence and diminish the result- 
ant disability. 

My own interest in this matter has been 
greatly stimulated by the work of Dr. James B. 
Mennell and I have learned much from seeing 
his work at Shepherd’s Bush during the War and 
later at St. Thomas’s Hospital, from his books 
and from discussions with him. His two books: 
“Massage: Its Principles and Practice,” and 
“The Treatment of Fractures by Mobilization 
and Massage,” are well worth studying. 

What do you mean by massage and move- 
ments? If you mean turning your fracture 
cases over to a strange masseur with no instruc- 
tions, I don’t wonder that you have been disap- 
pointed with your results. Just as improper 
reduction and splinting can result in pitiful disa- 
bilities, so can careless, rough massage and 
strenuous, forced movement do great damage. 
The proper use of these methods requires knowl- 
edge, skill, patience, judgment and gentleness. 
If any of these are lacking the method had better 
not be used at all. 

The various forms of massage can be simply 
described as stroking, compression and percus- 
sion. Stroking may be superficial or deep. Until 
one has tried superficial stroking personally one 
is very dubious of the claims made for it. Men- 


*Read before the Inter-State Post-Graduate Assembly, Mil- 
waukee, Wis., Oct. 27-31, 1924. : 
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nell’s description illustrates my own experience. 
He had gone to Paris to study the methods of 
Lucas-Championniére, one of the pioneers in this 
work. He had been urged to try pressure over 
very recent fractures with the idea of limiting 
the hemorrhage and the primary swelling. The 
patient did not like this and was apprehensive, 
alert, with muscles tense, expecting sudden pain. 
More to distract his attention than for any other 
reason, he began to stroke the forearm and arm 
away from the site of injury. When he stopped, 
the patient said: “Oh, please go on; it feels so 
good !” 

It is really astounding at times what effect 
can be obtained in very recent cases. he pain 
subsides, the muscles relax, the swelling de- 
creases. Again let me emphasize that I am 
speaking of superficial stroking, so light, as the 
Frenchman says, “as to resemble a caress.” The 
effect of this may be partly mechanical, due to 
aid given to the venous and lymphatic return, 
yet it must have other effects as well, for as 
Mennell has pointed out, it works about as well 
whether it be done in centrifugal or centripetal 
direction, provided it is only done in one direc- 
tion. At least part of its effect is reflex. But 
whether it be reflex or mechanical or both, 
clinically the effect is real. 

With the deeper form of stroking, when pres- 
sure is brought to bear on the deeper parts more 
of the effect must be mechanical and this form 
should only be used in a centripetal direction. 
In carrying out this form the pressure should be 
enough to aid the venous return but not enough 
to impede the arterial flow. Most of the deep 
stroking, as well as the other forms I shall men- 
tion, is carried out by the majority of masseurs 
with too much force. The only period when even 
moderate force is to be tolerated is in the later 
stages or in neglected cases. 

By compression we mean kneading, friction 
and pétrissage. There is no sharp line between 
these. Let ‘us consider, for example, a baggy, 
edematous leg: by direct pressure with the 
thumbs or fingers we can squeeze out some of the 
fluid—this is kneading; if with the pressure we 
move around on the deeper parts it is called fric- 
tion; if we pick up the tissues and squeeze them 
it is pétrissage. The various forms of percussion 
massage are not indicated in the handling of 
fractures. These various forms of massage do 
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have definite and usually immediate results, 
Muscular spasm is reduced ; pain is reduced; the 
venous and lymphatic return is aided, edema de. 
creased and the general vaso-motor condition im- 
proved. 

What do we mean by movements? Theo. 
retically a patient’s joints can be moved passively 
or actively, that is, they can be moved for him 
or he can move them by himself. Pure passive 
motion is rather difficult to obtain without an 
anesthetic, as the patient almost always contrib- 
ute some muscular effort. The gradations be- 
tween so-called passive motion or relaxed motion 
and active motion are gradual. A term—“guided 
active motion”—has been used to describe the 
intermediate stage. The patient’s muscles can be 
exercised and re-educated by assisting the opera- 
tor in performing the movements or by resisting 
the movement, bringing into play the opposite 
set of muscles. Mennell calls these “assistive” 
movements and “resistive” movements. The 
effect of such movements, whether active or 
passive, is seen especially on the muscles, tendons 
and joints, but also on the circulation and so on 
the process of repair. 

Having examined into the character of our 
tools, let us visualize our problem before we take 
up their selection and the technique of their use. 
What is our main object in these cases? To re- 
store as completely and as quickly as possible the 
function of the injured part. To understand this 
problem, therefore, we must realize the pathology 
of the injury itself and the repair of that injury. 
We are dealing with patients who have had an 
injury which has resulted in a broken bone. But 
is the fracture itself the only result of that in- 
jury? Rarely. In many of the cases it is the 
associated lesions which lead to delay and dis- 
ability and against which we must direct our 
endeavors. 

Let us take a simple example—a Colles’ frac- 
ture without displacement. The radius is broken 
across, the periosteum is somewhat torn, there 
is hemorrhage from. the ends of the bone and 
from the periosteum. There is pain referred to 
the site of injury and an impairment of functior 
—a decrease in power. The muscles are con- 
tracted to a varying degree—spasm. At first 
there is the swelling from the hemorrhage, local- 
ized, perhaps only noticeable to deep palpation. 
This is soon succeeded by a more extensive swell- 
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ing due to edema. Movements in the wrist and 
fnger joints are decreased in power and extent, 
and this limitation increases rather rapidly. 

Suppose the injury has been more severe; the 
inferior radio-ulnar joint and the radio-carpal 
have their ligaments well stretched, perhaps 
torn; the fibre-cartilage separating the two may 
be torn loose at one attachment or in its middle; 
perhaps the internal lateral ligament tears off 
the styloid of the ulna. 

Take an injury more severe yet: The frag- 
ments have been displaced, the fibres of the pro- 
nator quadratus or the short thumb extensors 
lacerated, with resultant hemorrhage and so on 
to more distant structures, flexor tendons in their 
sheaths, median or ulnar nerves, interosseus 
membrane up to actual compounding of the 
fracture and contamination. 

In the more serious injuries the clinical pic- 
ture is more exaggerated ; the slightest movement 
causes a sharp increase in the pain and in mus- 
cular spasm. There is the local pain of the 
injury, the pain of crepitus when the fragments 
are moved, the dull ache of tired muscles as well 
as that of any congested area. The process of 
repair starts soon after the injury; organization 
of the blood clot and the formation of new con- 
nective tissue is a matter of not many hours, and 
this is going on not only at the broken bone ends 
but in the soft parts as well. These are the rea- 
sons for immediate reduction—reduction during 
the fluid stage rather than waiting for solidifica- 
tion to take place. So, too, will the effects of 
massage be somewhat influenced by the time. 

What is the customary treatment of these 
cases? We all do certain things: 

1. We reduce the displacement, if any exists, 
at the earliest possible moment. Few of us 
today are guilty of that awful sin of “waiting 
till the swelling goes down.” How the author of 
that phrase must look down (or up) in horror 
at the crimes that were committed in his name! 

2, After overcoming the displacement—or 
“setting the fracture” we rest the affected part 
and protect it from further injury. 

Only too often does treatment cease with these 
two measures until union is firm enough to with- 
stand ordinary trauma, when the protecting 
apparatus is removed and the patient told to “go 
ahead and use it.” 

Proper reduction is essential to a good result 
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—and you will notice I said “proper” and not 
“complete”—but that is another story. Rest is 
necessary, as is also enough immobilization to 
avoid recurrence of the deformity. In no way 
would I minimize the importance of these details 
of the treatment. But I do strongly urge the 
additional use of these other most important 
aids, massage and movements. 

What can we expect to gain from their use? 
First, in the. immediate treatment: I would ask 
you to try the effect of the gentlest superficial 
stroking in an early case and see if it will not 
ease the pain, relax the spasm, decrease the early 
swelling and often simplify the reduction. After 
reduction, before union is firm, daily use of the 
same superficial stroking, combined with very 
gentle movements of the adjacent joints will be 
of great service if they are carefully carried out. 
But if done roughly or carelessly, they may do a 
great deal of harm. Mennell tells the story of 
a French masseur who had tremendous success 
and incurred the jealousy of the surgeons of his 
time. He never would tell the secret of his suc- 
cess until one time his son’s life was saved by an 
operation for peritonitis and when the surgeon 
who operated asked him what his secret was, he 
said: “I never hurt my patients.” That is the 
great secret of the proper use of massage and 
movements: Never hurt the patient. Massage 
or movements which cause pain have been car- 
ried on too strenuously or too long. 

As in the immediate stage, the result is a de- 
crease in pain and discomfort, an improvement 
in circulation and so a hastening of repair. It 
also prevents much of the stiffness in joints and 
muscles, lessens the amount of atrophy and 
shortens the time for return of full power. Some- 
where I have read the statement that when a. 
joint is injured there is a marked tropic interfer- 
ence with the muscles acting in that point. This 
certainly is true in many cases. I was greatly 
impressed with this in some meniscus cases I 
have done recently. Formerly, after operating 
on knees for displaced cartilages I immobilized 
them in plaster for some time. Recently these 
cases have started moving their knees the day 
of or after operation and keeping up motion sev- 
eral times a day in order to maintain the tone of 
the thigh muscles on which the knee joint de- 
pends for its stability. The marked .atrophy of 
these muscles I used to think was due to disuse, 
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and I have been greatly surprised at the amount 
of atrophy which has occurred in spite of imme- 
diate and daily use—much less than formerly 
but still marked. Early massage and movements 
will decrease this atrophy but will not avoid it. 

In the early stage deep massage should only 
be used for obstinate or marked edema which 
does not respond to the lighter-stroking. The 
compression forms of kneading, etc., also should 
be sparingly used. During this stage movements 
must be gently performed, starting with passive 
and encouraging the patient to take over his 
share of the work as rapidly as possible. They 
must not only be carried out with great gentle- 
ness, but never allowed to a degree which will 
endanger the position of the fragments. Where 
these tend to slip out easily, movements of the 
adjacent joints are often directly contra-indi- 
cated until union is firm. As union does become 
firm movements should be increased in range 
and amount as rapidly as possible. 

Where these aids have been neglected for some 
weeks the more strenuous degrees may be neces- 
sary to get rid of the dense edema, to stimulate 
inactive muscles, to break up adhesions in tender 
sheaths and perhaps in joints, to gently and 
gradually stretch contracted muscles and liga- 
ments. In each case it will be necessary to vis- 
ualize as far as possible the exact pathology and 
not force things too far. 


Some Details of Massage: 


“T never hurt my patients.” 

Both patient and operator must be comfortable, 
that the former may relax his muscles, that the 
latter may conserve his energies. 

The first aim is to get relaxation of the 
patient. Begin at a distance and gradually 
approach the site of injury but in the early stages 
do not quite reach it. 

Be gentle. 

Avoid pain. 

Who shall do it? At first, the doctor himself. 
In the early stages the doctor himself or some 
skillful person, personally trained, who shall re- 
ceive definite and specific instructions in each 
case. If the doctor himself cannot attend to it 
or no such trained person is available, it is better 
for the patient to go without it entirely until 
union is complete. 

The amount must be carefully graded. If the 
pain has increased or if motions possible de- 
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crease—it means we have gone too far and a day 
or two of rest is indicated. Any signs of inflam. 
mation are a definite contra-indication. 

The same rules hold for motion. They must 
also be carried out with care as to detail, avoid- 
ing overstrain on injured or contracted liga- 
ments or muscles. 

In the later stages many devices can be sug- 
gested to encourage the patient, marbles, tennis 
balls, various gymnasium appliances. 

No mention has been made of heat or elec. 
tricity, not that they do not have a real use in 
the treatment of fractures, but merely because 
their use was not included in the title of this 
paper. 

Let me repeat again that massage and move- 
ments can be made to be of tremendous help in 
shortening the process of repair, in increasing 
the amount of functional return and in decreas- 
ing the pain and discomfort of the patient. 
Their proper use requires knowledge and skill, 
patience and judgment and, most of all, gentle- 
ness. 

437 W. 59th St. 





THE SECRETARIES’ CONFERENCE IN 
1926* 
Harotp SwanBera@, B.Sc., M.D. 
Secretary Adams County Medical Society 
QUINCY, ILL. 

Before I begin to speak on this topic, “The 
Secretaries’ Conference in 1926,” I want it to be 
distinctly understood that this subject was as- 
signed to me and that I had nothing to do with 
suggesting it. The only thing I know about it 
is that when the program was announced | 
found my name down to talk on this subject. 
I do not know the reason why I should be picked 
upon to speak on what is going to happen next 
year. Maybe the President or Secretary of the 
Conference felt that I, being a comparatively 
young man, might be more sure to be alive in 
1926 than most secretaries or, perhaps, they 
thought that this being the last paper on the 
program of the last day of the meeting, that 
everybody would be gone by the time I was 
ready to speak, and therefore, I would not have 
to give the paper at all. 

Frankly, I do not feel competent to give advice 
on how to conduct future conferences of this 


*Read before the Secretaries’ Conference of the Illinois State 


Medical Society at Quincy, May 21, 1925. 
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/ 
nature. This is only the second secretaries’ con- 
ference I have attended, and I am frank to con- 
fess that I have much to learn about the conduc- 
tion of such affairs. 

Personally, I have always been enthusiastic 
about medical organization work, and have thor- 
oughly enjoyed the work of the secretaryship of 
my own county medical society. However, that 
has little to do with the subject of “The Sec- 
retaries’ Conference in 1926.” 

In 1926 we are going to have another Secre- 
‘aries’ Conference, but frankly, I do not see how 
we can make it a great deal better than the one 
this year. I hope it will be as good, and I will 
do my bit to help in any way I can. 

It seems to me the way the Secretaries’ Con- 
ference has been run in the past that practically 
no thought has been given to it except at the 
annual meeting. To me this method is subject 
to just criticism. Personally, I feel something 
should be done to keep the secretaries more alive 
during the entire year. Just the best manner 
of accomplishing this I am not prepared to 
state. Perhaps much good would result by hav- 
ing a monthly bulletin published for the special 
benefit of secretaries, in which they could discuss 
their problems and tell of the ways and means 
they are using to keep their society alive. I am 
firmly convinced that something should be done 
to stimulate the secretaries to “carry on.” 

I feel reasonably sure that a lot of enthusiasm 
could be aroused and much interest created by 
having an attendance contest among county so- 
cieties. This could be conducted in a similar 
manner to the attendance contest of the Kiwanis 
and Rotary Clubs. Attendance reflects the 
activity of a medical society. A church with 
little or no attendance is “dead” and the same 
can be said in regard to many other organiza- 
Something should be done to stimulate 
better attendance at our county medical society 
meetings. Membership is not enough, for we 
must have the members actually attend the meet- 
ings if they are to get the maximum good out 
of their organization. If we could get physicians 
as eager, or as willing, to attend their county 
medical society meetings as members of the Ki- 
Wanis and Rotary Clubs attend their meetings, 
much would be accomplished. The country phy- 
sicians, as a whole, have been very negligent in 


tions. 
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regard to their attendance. These physicians 
used to lay the blame on “bad roads,” but now 
that Illinois leads the United States with the 
greatest number of miles of hard roads, this 
excuse no longer holds good. However, I am 
not convinced that the country physicians of Ili- 
nois have increased their attendance at medical 
society meetings in proportion to the progress 
that has been made in hard road building in 
this state. 

Perhaps a membership contest would be a 
good thing. We need more members. Every 
practicing physician should be a member of the 
county society where he practices. Many are not 
members because they have not been invited. A 
membership contest would, no doubt, bring in 
quite a number of new members and get many 
old members back in the fold again. 

These are just a few of the thoughts that I 
can relate that might make the Secretaries’ Con- 
ference more interesting in 1926. However, all 
of the above require additional work, but the true 
county medical society secretary is not afraid to 
exert himself a little, and do more than his 
share, for the “good of the cause.” The cry of 
the present day is to give us men who are not 
only willing to serve, but who do not measure 
the value of their service too much by gold. 
Please do not mistake me to be one who believes 
in Socialism or State medicine. But I do believe 
we should all be willing to give more of our- 
selves to worthwhile things. “Service” is the 
demand of the people today and this must be 
rendered by the county secretary in a spirit of 
unselfishness and with no thought of financial 
remuneration. Such work cannot help but re- 
flect the ultimate good of our profession and do 
much to advance its cause. County secretaries 
will profit much by remembering and following 
the slogan of the Rotary Club — “He profits 
most who serves best.” 

731 Hampshire St. 


DISCUSSION 


Dr. R. R. Ferguson, Chicago: There was one thought 
going through my mind while Dr. Swanberg was read- 
ing his paper which I believe is going to be a very 
great incentive for better attendance at the county 
society. I refer to the work of our Lay Education 
Committee, of which I have been a member since its 
inception. This work will consist in giving post-grad- 
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uate work to the county society. We believe we can 
interest all of our officers in this particular field and 
that the county medical societies will be able to call 
on the Lay Education Committee for material perhaps 
once or twice a year, as we expect to have a large 
group of men in this particular line of work. We 
expect to interest the general practitioner throughout 
Illinois in this movement. The American Medical As- 
sociation has been watching very carefully the work 
of our Lay Education Committee and in talking this 
matter over with the officers of the association, they 
stated that there is no State in the Union which has 
made possible such a study and they believe that it is 
one of the best constructive pieces of work the State 
Society can do. A post-graduate course will increase 
not only the attendance but will increase the member- 
ship. Of course we do not aim to give a post-graduate 
course at every meeting of every county society. We 
expect this to grow year by year and since the House of 
Delegates has seen fit to supply us with sufficient funds 
to carry on this most important work, it will become 
a very much more influential committee of the Illinois 
State Medical Society than it has ever before. Every 


state is watching the Illinois State Medical Society’s 
Lay Education Committee at the present time. The 
American Medical Association is watching our work. 
The Rockefeller Foundation is watching our work. We 
want the county society to be a unit in all the work that 
is accomplished in this state in public health work. We 
want the county society to direct all health policies in 


their own districts; in other words, we want to be a cen- 
tral organization working with the State Board of 
Health and all other lay organizations who are doing 
work of a public health nature through the County 
Medical Society. 

From hearing Miss Keller talk you know what kind 
of a person we have chosen to direct our work. Or- 
ganizations all over the State are asking for speakers 
on medical topics, and we have furnished hundreds of 
speakers to lay organizations. We know that the IIli- 
nois Tuberculosis Association is working with us. 
The Lay Education Committee is going to be very 
influential in spreading the work of the county society, 
and we feel that every county secretary should get in 
close touch with this committee. During the coming 
year we are going to have enough money to do the 
things we have planned to do but which we have been 
crippled in doing in the last two months when our 
funds ran short and when the men who were con- 
tributing began to get a little tired. We are going to 
have sufficient funds to carry on this great work. Per- 
haps I am a little over-enthusiastic, but it looks to 
me as one of the best and most enthusiastic pieces of 
work that the Illinois State Medical Society has ever 
undertaken and we hope with the help of county sec- 
retaries to be able to accomplish our plan. We hope 
the county secretaries will not neglect the correspond- 
ence which comes to them from the Lay Education 
Committee. 
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BIOLOGICAL SENSE OF BEAUTY 


Evuacene C. Pierre, M.D. 
CHICAGO 


All the details of the structure of such a won- 
derful machine as the human body, every point 
or prominence of bone, every muscle has its own 
long and interesting history. Every corner of 
the human body is intimately connected with a 
corresponding corner of other living creatures. 

It is well understood that each atom of a 
human body can be understood only in connec. 
tion with other living forms and yet we would 
rather consider our mental attempts, our social 
relations, our ideals and aims of life as some- 
thing quite independent of biological laws. We 
are now forced to admit that our body is built 
up from the same elements as those of other 
animals, but we would resent it if our desires, 
ideals and other “sacred” things be studied from 
a zoological point of view. 

But we are animals. Our every-day life, our 
tastes, style and fashions as well as our laws 
of morality, our ideas on physical and mental 
beauty, in other words, all that pushes a man 
forward, his “ambition” has certainly a solid 
biological basis; as solid as is love or hunger, 
which acts with an equal power on man and 
beast. Dogmatically speaking, “ambition means 
progress, progress means evolution.” 

Only a few questions out of these almost un- 
known subjects will be touched on here. Scien- 
tific study of fashions and of morality will be 
our next subjects. Here we shall try to make 
a biological analysis of a sense of beauty, taking 
as a guide the eternal laws of evolution. These 
laws, pointing out the connections between the 
man and other living beings, already helped us 
to understand the material, physical structure 
of our body, they will be useful by explanation 
of immaterial, psychological features of Homo 
Sapiens. All the characteristic signs which dis- 
tinguish a man from other things depend upon 
the following biological conditions. 

The most important moment in the history of 
the world was the end of the tertiary period 
when a monkey-like creature arose on his hind 
legs. This was not quite original: the birds, ele- 
phant-shrews, kangaroos used this method of 
moving long before, but only here this act had 
enormously important consequences. In the fol- 
lowing millennia the upright walk produced a 
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great and fortunate influence upon the organism 
of these creatures. The former and hinder ex- 
tremities became larger, the toes shorter, the 
mobility of the big toe was diminished. The foot 
got an arched form, the crest of the shin bone 
appeared, the fibula became smaller, the thigh 
bone longer and thicker, the knees came into 
mutual contact, the pelvis grew much broader. 

The trunk became shorter, the number of ver- 
tebrae diminished, showing tendency of a further 
reduction. In the spinal column appeared the 
lumbar lordosis. The quantity of ribs became 
smaller, the cross section of the chest lost its 
heart-like form and assumed an oval one, the 
muscles of the shoulders developed considerably. 

The most important part, the skull, which was 
getting a solid support, developed a great deal. 
Its cavity increased in size because of increased 
amount of nervous substance. Growing brain 
pushed the nasal cavity forward, thus placing it 
outside; the external nose appeared. The hands 
once free took a great part of the work of the 
jaws, which grew much smaller, the teeth became 
smaller and their quantity was reduced, the chin 
not existing before, then appeared. The eyes, 
pushed forth by the growing brain, became larger, 
showing a “human” character ; both sidelong tri- 
angles of the white sclera, hidden in the case of 
animals, became visible. The once important sig- 
nificance of seeing, hearing and smelling “wards 
of the body” was much decreased. The ears lost 
their mobility, became folded close to the skull. 
On their lower part appeared the lobe, unexisting 
before, and characteristic of a human being. 

Now summarizing the above we see that physi- 
cal beauty is but simple recapitulation, enumer- 
ation of the anatomical signs, typical of Homo 
In other words, “beautiful means 
human.” Prince Charming is straight as an 
arrow, he possesses a high forehead, prominent 
“energetic” chin, square shoulders, an elastic 
step. A movie actress ought to have large eyes, 
good profile; a bathing beauty should have well 
developed earmarks of the Homo species. The 
signs specific for a human being are well devel- 
oped in “beau” people. 

A flat nose, prognathic skull, short bowed legs, 
round shoulders, too long aris, large canine 
teeth, pointed or bristling ears are signs of ugli- 
hess, because they are rather characteristic of 
monkeys, our cousins. Thus in enjoying beauti- 


Sapiens. 
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ful statues or in choosing our partner of life 
among the most beautiful we do not act freely. 
We are forced to do it. The laws of evolution 
force us to fix and accentuate the specific human 
signs. From this standpoint we can imagine 
what seems “beautiful” for a certain animal 
since the sense of beauty gets a comparative- 
anatomical basis. 

Some examples will illustrate the above state- 
ments. For instance, the acuity of sight in 
human beings is progressively decreasing. Why 
now is it “aristocratic” for a smart lady to squint 
or to carry an unnecessary lorgnette or why is it 
good looking to wear horn-rimmed glasses? The 
arched form of the human foot is often accen- 
tuated in a case of a lady by high heels. It may 
be proved injurious; the ladies know it is 
“dressy.” It is the man alone who has the ear 
lobe and to emphasize it women wear earrings. 
It is beautiful, because it attracts attention on a 
specific human anatomical sign. Hair in a case 
of men has lost its importance and has conse- 
quently atrophied. For “beauty’s sake” many 
people lose daily a quarter of an hour to shave. 
It is necessary to bare your chin of which man is 
proud because its presence is allied with the most 
important armor of man—speech. The red part 
of lips is visible also only in human beings and 
has to be shown (lipstick). 

And possibly now after conquering the three 
dimensions a man is demonstrating by shaving 
and shingle that he is not inclined to wear indefi- 
nitely the yoke of time—his latest unconquered 
enemy. A dream of permanent youth is ever 
living in his heart and he is still searching the 
unknown ways of Nature. 

West Suburban Hospital, 

Oak Park, Ill. 





THE VALUE OF THE NURSE IN SCHOOL 
MEDICAL INSPECTION* 


Mapce D. Retseman, R. N. 


State Supervisor of Public Health Nursing, State Department 
of Public Health 


CHICAGO, ILLINOIS 


Although the history of medical inspection of 
schools includes the history of both the school 
doctor and the school nurse, many books which 
have been written on the subject have been writ- 
ten more or less exclusively from the point of 


*Read_ before the Section on Public Health and Hygiene, 
Illinois State Medical Society, Quincy, May 20, 1925. 
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view of the medical inspector and little has been 
said of the important place of the trained nurse 
in the work, so I take this opportunity of pre- 
senting to you the value of the nurse in school 
medical inspection. 

It is the general belief that so-called medical 
inspection of schools, or more properly speaking, 
health supervision of the school children, is of 
recent origin, that it is in fact one of the pro- 
gressive measures of this century, an outcome of 
the newly aroused social conscience ; nevertheless, 
medical inspection of schools dates back to the 
palmy days of the Greeks and Romans, when 
the State trained, educated and developed the 
child for his place in life. With them, however, 
the child was first the child of the State; his 
physical training was more important than his 
mental training since the State’s chief duty was 
to prepare the man for war. 

With the revival of learning, however, espe- 
cially since the introduction of compulsory edu- 
cation, educational training took the foremost 
place, almost to the exclusion of physical train- 
ing; and for many years but little attention was 
paid to health conditions in the public schools. 

Medical supervision meant only exclusion from 
school for communicable diseases. The child was 
sent home with an exclusion card, stating the 
communicable disease in technical terms, and 
this card was carefully placed behind a picture 
on the mantel for safety, and the parents, 
through ignorance or poverty, failed to obtain 
the necessary treatment—while the child, not 
knowing anything except that he “must not re- 
turn to school,” went-to the street to play with 
the other children after school hours, thus ren- 
dering futile the first act of exclusion. During 


this enforced absence from school the child not 


only lost his precious education, but le developed 
the vicious habits of the idle, and truancy was 


the only logical sequence. 

The advent of the school nurse brought a 
radical change in the methods of dealing with 
diseased children, and as a result of her work, 
interested and regular school attendance has 
taken the place of exclusion and truancy. 

The school nurse during her visits to the 
homes points out to parents the dangers of dis- 
eases, interests them in getting the children well, 
gains information regarding home conditions, 
difficulties and troubles and, if she is the kindly 
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and diplomatic nurse, she becomes the guide, 
philosopher and friend of the family, and the 
bond of friendship between the homes and the 
school is cemented. 

The nurse brings to the home, to the parents 
and to the children many lessons in hygiene and 
through her efforts physical defects are remedied 
before the child is forced to fall out of line to 
take his place with the defective or the deficient. 
This home visiting is a very important part of 
school nursing. The first care is to gain the 
good will and confidence of the parents, and in 
doing this the nurse needs to be tactful, cour- 
teous and cheerful, slow to take offense and as 
persistent as an Eastern mendicant. 

The compelling motive in her work is the 
recognized need of the child and if a tirade of 
abuse should fall on her unlucky head her only 
weapons are unvarying courtesy, persistency and 
child love. She will be called upon to adjust 
many difficulties or find a solution for them 
before the family life can be happily settled. If 
she finds a tuberculous child or parent in the 
home she must know what agency to call on for 
assistance. 

If the house drainage is defective or the prem- 
ises unsanitary she must get the Board of 
Health to compel the landlord to remedy condi- 
tions, Jf she finds a father ou‘ of work and a 
boy of school age the support of the family she 
must set machinery in motion to obtain work 
for the father and return the boy to school, and 
if she finds a family destitute she must know 
what relief society will see to its immediate 
needs. She must seek the underlying causes for 
such distressing conditions and fini a permanent 
remedy. 

The school nurse works with and for the school 
department hand in hand with the school physi- 
cian, co-operating with the local Health Depart- 
ment, local physicians and every agency devoted 
to civic improvement. : 

The school nurse assists the medical inspector 
with individual and class room inspections and 
physical examinations, vaccinations and other 
preventive measures. The nurse sends written 
notices of defects to parents or guardians and 
visits pupils’ homes to confer with parents oF 
guardians in the interest of the child’s health. 


Written records of such visits and conferences 
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are attached to the physical examination card 
and kept on file in the principal’s office. 

In case of emergency the school nurse renders 
first aid, bandages wounds, applies antiseptic 
dressings to cuts, burns, bruises, etc., but does 
not prescribe medicines. 

The nurse is not required to make a diagnosis 
but to recognize symptoms of disease as a careful 
mother might do, and refer the case to the fam- 
ily physician for diagnosis and treatment. ‘The 
nurse recognizes symptoms which might indicate 
that the child is in the early stages of commun- 
icable disease. 

The nurse also recognizes chronic forms of 
skin or eye disease, defective vision, decayed 
teeth and any unusual condition of the child; 
after diagnosis has been made by a physician the 
nurse uses her influence with the parents or 
guardian to have such defects corrected. 

In this manner the child is helped physically 
and the doctor’s work supplemented. 

It is generally conceded that the nurse is the 
first line of defense in the attack upon diseased 
conditions among school children, therefore, it 
is the nurse’s aim to have class inspection each 


morning and decide whether there are any symp- 


toms present in any of the children which might 


denote a condition of ill health. A system of 


school inspection so conducted will keep the 
school free from communicable diseases and the 
daily health lessons given by the nurse will help 
to make children realize that there is nothing 
mysterious about the prevention of sickness but 
that attention to personal hygiene and public 
sanitation will result in a high standard of indi- 
vidual and community health. 

To cure disease and secure correction of de- 
fects is a necessary but incidental part of the 
hurse’s work. 

Health Education is the fundamental basis of 


-all school health work and the highest objectives 


of all efforts is to teach children how fo be 
healthy and how to stay healthy. It is just the 
id story that “prevention is better than cure,” 
that education is better than reformation. 

The function of the school board is education, 
—educating the young child and the adolescent, 
and that duty was considered well done when 
the child received the rudiments of an education, 
—and to hold the school board responsible for 
more than the inculeation of the “Three R’s” 
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was uprooting all deep-seated prejudices. Any 
attempt at a broader education was denounced 
as a “fad.” So health education knocked long 
and loud at the old school board before it was 
heard, and now “health,” the best asset of boy 
or girl, is making a heroic struggle against the 
protests of the extreme conservatives and de- 
manding its place on the school curriculum. 
There have been in the schools courses of study 
in hygiene but these were not definitely related 
in the public mind to health. At last it has been 
considered wise to make these courses practical, 
to warn the child of dangers, to teach it how to 
live so that health may be maintained and dis- 
ease prevented, to guide and direct parents in 
the care of the child and to enable the child to 
get a square deal and a chance to grow up in 
health and strength. It is a pathetic sight and 
a sad commentary on human wisdom to see 
health education just able to make a feeble knock 
at the door of the present day school board. 
Yet it is so, and the school nurse, the guardian 
at the school door, the protector of the child’s 
health, the health teacher, is decried because of 
the cost. 

It is true that the school nurse means an in- 
creased expenditure because only the best trained 
women can do this work properly; but to make 
expenditure for education effective there must be 
children physically adapted to take advantage of 
the education offered, and the school nurse 
strengthens the hands of the teacher by: 1. the 
detection and correction of physical defects 
which prevent the child from acquiring a full 
education with the least sacrifice to his physical 
welfare. 2. By the detection of communicable 
diseases, thereby protecting the child and the 
community. 38. By insuring the best possible 
hygienic surroundings for the child while he is 
in school; and 4. By teaching the practice of 
hygiene and healthful living in school and at 
home. 

Out of the 102 counties in Illinois, 80 have 
some form of school health supervision and out 
of a possible 400 public health nurses in Illinois, 
250 nurses are engaged entirely in school nurs- 
ing; 127 include school nursing in their public 
health program. 

Eighty boards of education contribute to the 
upkeep of school nurses, while Red Cross Chap- 
ters, Tuberculous Associations, Boards of Super- 
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visors and City Councils, contribute largely to 
the upkeep of a general public health nurses 
service. 

The qualifications required of the ideal school 
nurse are a good preliminary education, coupled 
with a complete and thorough technical training, 
preferably in a children’s hospital. These are 
necessary foundations for the superstructure of 
the additional training required. 

A course in school nursing should be taken by 
nurses desiring to fit themselves for health 
teaching. 

School nursing requires gentleness yet firm- 
ness, tact, perseverance and resourcefulness, but 
above all else, the school nurse must have a deep 
human love for children, a charity and kindli- 
ness that embraces all children in its sympathy, 
the dull and the bright, the dirty and the clean, 
the sulky and the cheerful, the repulsive and 
the attractive, the insolent and the obedient, the 
quarrelsome and the loving. 

Her disposition should be cheerful but earnest 
with a sincerity and good sense not easily dis- 
gusted by crudeness. An infinite amount of pa- 
tience, a supremely optimistic spirit, and an 
ever-present vision of the long looked for utopia 
of child care. 

A knowledge of a foreign language, especially 
Italian, Polish or German, greatly aids in obtain- 
ing results among foreigners. Conversing in 
their native tongue has a distinct advantage over 
the use of an interpreter. 

One can hardly predict the future develop- 
ment of school nursing but if the occupation 
makes as rapid strides as it has in the last four 
or five years, it is safe to say that the school 
nurse of the future will be known as (A) a di- 
rector of school hygiene, in charge of all health 
conditions of the school, ventilation, heating, 
lighting, etc.; as (B) teacher of hygiene and 
physiology and as (C) general health advisor 
of the whole school population. At the present 
time she has gone further than what were con- 
sidered her duties and opened a path to the 
development of an ideal system of betterment of 
public health in our cities. The school nurse of 
the future will be the municipal nurse whose 
duties will not only include health protection of 
school children, but also of infants, by instruct- 
ing mothers in infant hygiene and feeding. 
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thereby reducing a great and unnecessary infant 
mortality. 

By improving housing and living conditions 
the nurse will reduce the mortality from tuber- 
culosis, pneumonia and other diseases. She will 
be the supervisor of health and sanitation in the 
factory as well as a teacher of hygiene in school 
and home. She will be the connecting link be- 
tween the destitute family and the organizations 
dispensing aid. In fact the school nurse of the 
future will be the guardian of our public health 
and each graduate of a public school system will 
be a potential health officer for his family. 

In conclusion, I wish to reiterate that medical 
inspection without nurses is largely one of rec- 
ords and statistics, while with nurses it means 
action taken and results obtained. 

5669 Washington Blvd. 
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. DISCUSSION 

Dr. A. A. Crooks, Peoria, Ill.: As one who is de- 
voting all his time to public school work, I want to 
assure each and every one present that I feel you have 
listened to a very remarkable paper—a paper that has 
a great deal of vision attached. To those of us who 
are connected with school work, it gives a different 
slant on public health activities. As a matter of fact 
we have charge of these children in the formative 
period. If you go away with only one thought, let 
that be that in future each school child as they go out 
of our grade schools becomes a potential health officer 
in his own home. If we fail to get that message across, 
I feel we have failed in our duty. As I listened to 
Mrs. Reiseman’s paper I was convinced that she has 
touched upon many salient points, and it is going to 
be hard for me to add anything more, and I shall not 
try. Without the aid of the school nurse—and I want 
to preface that remark by saying that I have no place 
in my department for any nurse who has not had con- 
siderable public health work—I had one such nurse, 
a very splendid character, a very fine private duty 
nurse, but she did not have public health experience, 
and after four or five months in our work, her service 
to us was not anywhere near her salary. We will, in 
future, I believe, exact a good deal of special training. 
About the hygienic part. I have something like 13,000 
children whom I am expected to keep well, keep 
them in school and in regular attendance. Mrs. Reise- 
man speaks about this service being a very important 
thing. I believe it is the most important thing we have 
to do in school work, as commendable as the correction 
of physical defects happens to be. Dr. Sloan mentioned 
one very valuable thing—the survey of the goiter ques- 
tion. As valuable as that is, and the care of all phys- 
ical defects, the majority of which are easily remedied, 
yet I believe after all that this is not the biggest factor 
in our connection with the public in school work. 
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believe it is the control of communicable diseases. After 
all, we have to put the dollar mark on all our efforts, 
and the board of education is always being razzed 
by the public for the expenses they incur. So we have 
commenced to enumerate and know what each child in 
our particular community is costing us per school year 
—$85.00 is the figure—practically 50c a day, whether 
the child comes or whether he is absent. The question 
of the sociological side is very well expressed by this 
paper. It is by far a bigger side than the majority of 
us know. Very often the child is not in school because 
of some charity necessity. Therefore the department 
of hygiene must of necessity do some truancy work. 
Luckily, we try to see every absentee after two days 
absence, and the child must be absent because of illness 
before we call at the home, because in Peoria, as in 
other places, we are under-personneled. But the ma- 
jority of absenteeism is due to some lack of clothing 
or food. It becomes a very, very big thing, and it 
leads to the point where I am commencing to believe 
that there is a definite field for school nursing and a 
definite field for sociological workers, and I would 
not combine the two. I would not make any school 
nurse a social worker. I believe this is one of the 
things the future will correct. As to the correction of 
physical defects, Mrs. Reiseman touches on that very 
well. To the majority of physicians in the State of 
Illinois, so-called State Medicine is just around the 
corner. The majority of physicians, I find, have some 
antipathy to the school nurse, fearful that the public 
health nurse will usurp some of their prerogatives. 
With us we are avoiding that particular thing. Our 
school nurses are not making any diagnoses whatso- 
ever. The nearest we come to a diagnosis from the 
nurse’s point of view is attaching to the diagnosis or 
prefacing it by the word “suspect.” I will not diagnose 
in my department and I personally stay away from it 
as much as I can, because I feel always that is the 
prerogative of the physician. The “feeble knock” Mrs. 
Reiseman mentioned at the door—I have not been so 
long engaged in school service that I have become cal- 
loused to these things, but there is a very human side 
to this school work that I feel is not in the province 
of the average public school nurse. In Peoria we are 
finding that the timid knock is a thing of the past very 
largely. The school nurse is welcomed with open arms, 
because she has been the bridge between the family 
and the physician, and has brought both sides to a 
plane of better understanding. Of that I am sure. 
The school nurse is bringing to the physician more 
cases of communicable diseases than he has ever had, 
more physical defects that should be corrected than 
he has ever had. The medical profession in Peoria 
have not for some time felt any antipathy toward the 
school nurse, and J think we can now carry on our 
work as we will. I would like to see the promotion 
of a closer understanding between the general public 
—between the medical profession particularly—and the 
nurses. I do not feel that this bridge has been entirely 
crossed. In other words, I do not feel that Public 
Health Service has been entirely sold—not entirely so. 

Dr. I. D, Rawlings, Springfield: I am not sure but 
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what Mrs, Reiseman has made the point I wish to 
emphasize—while the nurse is a wonderful asset in 
controlling contagious diseases and getting school chil- 
dren vaccinated, etc., the real permanent result of her 
work is calling attention to physical defects, and get- 
ting these corrected. For a number of years I was 
connected with school work in the city of Chicago, 
and over a period of three years we made a study 
of our figures, and found that in 406,000 pupils with 
defects, there were 204,000 males and 202,000 females 
that had defects, and these figures were a pretty good 
average. If we take the experiences in our draft 
when one-third of the young men had defects, many 
of which could have been corrected if they had been 
attended to in time, and when we compare these fig- 
ures, and realize that approximately as many young 
women are also defective, and when we realize that 
the children of to-day are the adults of tomorrow, we 
can understand how important it is that this work be 
done. There is no service more valuable to health 
work than that of the public health nurse, where 
she functions efficiently and keeps her place. That is 
true also in infant mortality. Of course, if she over- 
steps her bounds she should be fired. It is not her 
function to make diagnoses. 

Dr. R. C. Ellis, Moline: In looking back over my 
experience in regard to the relation of the public school 
nurse to the public in her work, I believe there are 
two guiding principles. First, she should be engaged 
to help control contagion in the school. Second, her 
work should be distinctly educational. I believe she 
should carry into the family the educational aspect of 
her work bridging the gap between the school system 
and the family. The family cannot be brought to 
school. The child can be educated in regard to hygiene 
in school, but the family must be gone to. The nurse, 
however, can introduce herself into the family circle 
as the agent of the Board of Education, delivering 
her advice in that spirit, expecting as its result the 
raising of the standards of hygiene in the family and 
the direct improvement of the child if her advice is 
taken. I think if she will outline her work aiong 
these lines there will be no antipathy. She is simply 
bringing a message, a service, the teaching of hygiene, 
which the family perhaps has not had the privilege of 
hearing before. 

Mrs. Madge Reiseman, Chicago (Closing): I am 
grateful to the Doctors who discussed my paper, and 
I believe there are a few points in it which need eluci- 
dation, judging from the various discussions. 

Dr. Crooks spoke of social service work as distinct 
from the school nurse’s work. He said a school nurse 
should not assume the duties of a social service worker. 
I agree with him. I believe there is a definite piece 
of work for the social service worker, distinct from 
the nursing work, but the nurse, the social service 
worker and every agency devoted to civic improve- 
ment must work in cooperation and harmony. 

Since in our social structure the family unit must 
be maintained, the public health nurse must view the 
family as a whole and, though her visit to the home 
is primarily in the interest of the school child, she may 
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find other matters needing attention in the home, which 
have a direct bearing on the health of the family, and 
secure the necessary assistance and adjustment through 
the proper organization; therefore social service train- 
ing is a necessary part of the public health nurse’s 
training. 

Occasionally there is some antagonism on the part 
of physicians towards the public health nurse’s work, 
but I believe this antagonistic feeling is due to lack of 
understanding of the nurse’s work and I find that when 
the nurse discusses her work with the physician ana 
explains her program to him, he is willing to cooperate 
with her. 

It is the school nurse’s duty to work in cooperation 
with school authorities, State and local health depart- 
ments, private physicians and other interested agencies. 
Unfriendly feelings arise when the nurse’s work is not 
understood. 

The nurse does not diagnose either physical defects 
or contagion, though she may recognize symptoms of 
communicable disease and physical defects. She simply 
suspects and recommends a visit to the family physician 
for treatment or advice, reporting her suspicion to the 
local health officer. 

Dr. Crooks suggests the substitution of a “timid” 
knock at the door of the school board for the “feeble” 
knock mentioned in my paper. Perhaps it is really a 
“timid” knock, for it is sometimes very difficult to 
arouse interest in this school work or obtain the rec- 
ognition and cooperation it deserves. 

A city the size of Quincy with its school population 
should have a school nurse, yet continuous knocks on 
the door of the school board have elicited no response 
and school nursing is not a part of the school system 
in this community. 

I told you that 80 of the 102 counties in this State 
have some form of public health nursing service. Some 
of these nurses are engaged in a generalized public 
health nursing service which includes school nursing. 
In a number of cities boards of education contribute 
to the support of a nurse for the school system, the 
nurse becomes a teacher of hygiene in the school and 
in the homes. She secures correction of physical de- 
fects, and eliminates contagion by careful supervision 
of the health of children; in other words, the nurse 
places a premium on school attendance. 

Dr. Rawlings stated that a doctor and a couple of 
nurses in a school could do more to eliminate absence 
than a truant officer or a policeman. The nurse, in 
her visits to the home, advises parents as to the proper 
training and care of their children and by arousing 
the child’s interest in his own health, defects are cor- 
rected and contagion decreased, resulting in regular 
attendance and interest in school work. 

Dr. Rawlings stressed the necessity for defects 
corrected, since they retard progress in the school and 
result in serious damage to the individual’s health. 

I stated in my paper that some school boards object 
tc employing a nurse because of the additional cost. 
Ac the same time large sums of money are spent by 
school boards on the education of “Repeaters” who 
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are behind in their grades through some defects which 
can be corrected. 

Children should be physically fit to receive the edy- 
cation which is to make them useful members of society 
and the school nurse uses her efforts to put children 
in a sound physical condition and keep them in that 
healthy condition. 

Dr. Ellis referred to the home visits made by the 
nurse, and the opportunity afforded during those visits 
to teach parents the ways of healthful living. My 
paper stated that the nurse brings lessons in hygiene 
to the home; if there are unsanitary conditions she 
reports them to the board of health, who will ask 
the landlord to remedy conditions. If there is sick- 
ness she advises calling the family physician and re- 
ports suspect contagion to the health officer. If there 
is need for assistance from a charitable organization 
the nurse gets in touch with the proper parties. 

In closing, I believe that with the employment of 
nurses in schools it is possible to teach children to 
take a keen interest in their health and they will learn 
that there is nothing mysterious in keeping well, in 
preventing sickness, more than obeying health rues and 
forming health habits which will result in individual 
and community health. 





MEINICKE TEST FOR SYPHILIS BY 
PRECIPITATION—THE TECHNIQUE 
FOR MIXING MATERIALS IN 
THE TEST 
W. T. Merrorp, M.D., 

CHICAGO 


The re-agents required are the extract and 


(3%) three per cent salt solution. The test 
tubes should be approximately three inches long 
and (5 to 7) five to seven inches in diameter, 
washed thoroughly and dried. 

Use a rack with two rows of holes; number 
tubes 1, 2, 3, ete. 

Keep a record of each patient’s serum put in 
designated tube; viz., John Smith, tube one; 
John James, tube two, ete. 

If convenient, one should have a negative and 
positive serum for controls. This is not abso- 
lutely necessary, especially for those having lab- 
oratory experience. 

Obtain the serum as for the Wassermann test. 

The serum does not have to be inactivated, but 
if inactivated it does not affect its working in 
the test. 

Put 0.2 of C.C. of each patient’s serum into 
their proper numbered tubes. The next step is to 
prepare the extract and salt solution for mixing 
Measure one C©.C. of extract into a 15 C.C. cen- 
trifuge, or test tube, and ten C.C. of three per 
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cent salt solution into another 15 C.C. centrifuge 
or test tube. Place these two tubes in a water 
bath, at 40 to 45 degrees centigrade, for not less 
than ten, or more than twelve minutes. Remove 
them from bath at end of specified time and mix 
immediately by pouring the salt solution on the 
extract, back and forth, not more than two 
times; add 1 C.C. of this mixture while warm 
to each tube containing the serum to be tested. 
Shake each tube moderately to insure mixing of 
material, after which put test in dark place, or 
hox, to exclude all light; and at room tempera- 
ture, 20 to 25 degrees centigrade. 

At end of an hour an experienced laboratory 
At this 
time the strong positive serum will show more 
opalescent, or be more opaque than the negative 
To distinguish more readily, hold the test 
before the window, but not too close, two or three 
feet back, and observe the test by having differ- 
ent degrees of light show on the test, as well as 
different shades of background. I find a good 
scheme is to stretch a black cord, horizontally, 
across the window, and observe the cord by look- 
ing through the center or middle of each tube. 
One cannot see the cord through the strong posi- 
tive reaction, but can see the cord through the 
negative. Move the end of the rack up and down 
to see play of cord. 

Return the test to dark place and leave for 
10 or 15 hours for a second reading or interpre- 
tation. At this time a precipitate will have set- 
tled to bottom of tubes, giving a strong positive 
reaction, and in a four plus reaction the super- 
natant fluid will look as clear as water; in a 
three plus, not quite so clear; and in a two plus, 
not so clear as the three plus. The two plus 
will show approximately, as at end of first read- 
ing. The negative tube will show about the 
same as when test first mixed. 

I have kept test for as long a time as three 
or four days, with no change observable after 
the second reading. 

As it is necessary to add the extract and salt 
solution mixture while warm, if one has more 


technician can interpret the result. 


than seven or eight serums to test, it will save 
time to start a second mixture of extract and 
salt solution, five minutes after putting the first 
tubes in bath, and so on with a third or fourth 
extract and salt solution for mixing. It only 
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takes a few minutes to add these dilutions, and 
they must be added while warm. 

The amount of extract, 1 C. C. and salt solu- 
tion, 10 C.C. makes 11 C.C. of mixture, and 
allowing some for loss, this amount of mix- 
ture will be enough for ten tubes. Do not make 
large amount of the mixture or dilution of ex- 
tract for fear of some deterioration taking place. 
Salt to make the three per cent. solution should 
be C. P. I use Parke-Davis salt tablets. They 
are 16 2/5 grain each and three of these tablets 
to 314 ounces of fresh distilled water make ap- 
proximately three per cent. salt solution. 

I have compared this test with the Wasser- 
mann, in several hundred tests, and find that it 
parallels the Wassermann, and is in some respects 
superior. 

The test is readily or easy to interpret and 
by far the superior of any precipitation test I 
have observed. 

That the test does not require complement, 
Amboceptor human or sheep blood, shoyld com- 
mend it to doctors. 

2159 Madison St. 





THE DRUGS WE USE* 


Won R. Manevum, M.D. 
BRIDGEPORT, ILL. 


It is not my purpose to give you a book review 
of all the drugs we use, as practicing physicians, 
in our efforts to relieve and cure our patients of 
the various diseases, nor to outline their thera- 
peutic actions and uses. But rather to point out 
to you the direction in which the profession is 
drifting today. 

You will please pardon me for referring to 
my father who was:one of the oldtime, beloved, 
family physicians of whom you occasionally 
read but whom you rarely meet in this day of 
specialization. 

My father was my preceptor. He studied 
medicine in an office soon after the Civil War 
and took the State Board examination during 
the first series of examinations after the Illinois 
State Medical Board was organized. He was a 
great reader of medical books. He practiced in 
the country. and made trips on horseback for 
miles around. His practice was in a farming 
community and was more extensive than mine 


*Read before The Lawrence County Medical Society, March 
12, 1924, at Lawrenceville, III. 
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has ever been. When I began to study medicine, 
I went into his office and soon became familiar 
with all the drugs that he used. 

It is my recollection that the whole lot of 
drugs that he used would never have amounted 
to more than fifty dollars at any one time. 

Quinine, calomel, Dover’s powders, aloes, 
jalap, aconite, lobelia, ipecac, opium and a few 
others were all he carried. What anybody knew 
about those drugs, their actions and uses, he 
knew. 

He mixed his own powders and poured out 
the number of drops he wanted his patient to 
take. About the time of my second year in 
medical school an aggressive drug drummer 
heard of this old country doctor and drove out 
the six miles to see him and sell him a medicine 
case filled with tablets. The sale was made in- 
cluding a generous supply with which to refill 
the small hand case. 

My father used the medicines occasionally but 
he never used the case, preferring the more com- 
modious saddlebags he had used so long. 

I presume that with those tablets and granules, 
he felt a good deal like David felt when Saul’s 
armor was put upon him, in preparation for his 
great fight with Goliath. At any rate he con- 
tinued to use his old trusties, sling and rocks, 
powders and drops. 

I look back now and can see that typhoid 
fever, malaria, pneumonia, whooping cough, 
measles, scarlet fever and many other diseases 
yielded just as readily to his treatment as they 
do to the remedies prescribed today. 

I have had at times a thousand dollars or 
more invested in drugs in my office; elegant 
pharmaceuticals, special formulas, elixirs, fluid 
extracts, tablets, pills, powders, plasters, salves, 
alkaloidals, specifie tinctures, normal tinctures, 
patent and proprietary preparations, glandular 
products, bacterins, intravenous medicaments, 
natural mineral waters—everything, in fact. 

Somehow or other, I have never had the con- 
fidence in drugs that he had. 

Now when I step into a doctor’s drug room, 
I feel like I can pretty nearly tell the amount 
of confidence he has in drugs—by the number 
and amount of articles he has on his shelves, the 
amount of confidence being in inverse proportion 
to the number of drugs. 

The U. S. Pharmacopea contains thousands of 
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drugs and remedies and yet half the preparations 
we use are not in it. 

Beside the numerous drugs in use there are 
the many accessories or adjuncts to treatment 
such as psychotherapy, physiotherapy and what 
not. 

It really makes my head swim to think of the 
magnitude of the practice of medicine today. Is 
there any wonder that relatively more doctors 
have committed suicide in the last few years 
than any other professionals or tradesmen ? 

I have taken the trouble to look into a few 
doctors’ drug rooms (with their permission), and 
I hope you will bear with me while I name a few 
of the preparations carried in stock by these rep- 
resentative doctors and dispensed to their pa- 
tients. 

Livo-Tone, Iodized Mineral Oil, Sal Bromic 
Compound, Calzinol, Milk of magnesia, Syrup 
of trifolium compound, Pepsolae “B,” Kinetic 
cordial, Elixir emmenagogue, Gepsol, Ferritone, 
Creo-Terpin compound, Syrup of cocillana com- 
pound, Elixir I. Q. & S., Hypophosphates com- 
pound, Liquid cholera infantum, Alka-sal, Phen- 
aloin compound, Creodide, Heart tonic-DaCosta, 
Heart tonic, B B, Klim, S.M.A., Manganese and 
iron compound, Zonite, Unguentum diachylon, 
Dionol, Anedemin, Balm pertussis, Manica and 
salicylates, Pluto water, Apocynum, Fl. Ext., 
Spray solution No. 6, Vitamines, Apiol com- 
pound, Tribasic citrocarbonates, Alkaline and 
antiseptic, Digestive aromatic, Vaginal astrin- 
gent and antiseptic, Bitter tonic, Sanmetto, 
Rheumalgine, Neo-silvol, Emolientine, Eczema 
lotion, Bismuth subgallate compound, Malatonic, 
Anodyne, infant, Antiseptic and nutritive oil, 
Anisal, Ichthoidol, Special gargle, Loingia, Gly- 
copepsin, Influenza and cold, Incontinence syrup, 
Flatulence, Avodine, Metagen, Eupinol com- 
pound, Sore throat tablets, Tonsilitis tablets, 
Hepatic compound, Dorsey’s mixture, Bis-sal 
mixture, Bukaform, Wine gam gaduol, Tano- 


phene, Alkarhein, Pascarnata, Pentabromides, . 


Echtisia, Genitone. 

Gentlemen, I could give you hundreds of other 
names just as descriptive and educational as 
these, but I know you are ready to pardon me 
for not doing so at this time. 

This list contains just a few of the names 
given to special formulas and combinations put 
out by the enterprising manufacturing chemists 
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and peddled to the doctors of every state by the 
well-trained and highly paid specialty and detail 
men whom we pay to visit us every thirty or 
sixty days. I am not knocking the drug drum- 
mers. Many of them are fine gentlemen and I 
often learn something of value from them. Nor 
am I condemning the commercial drug manufac- 
turers for their tireless efforts to find new, better 
and more elegant pharmaceuticals. I do believe, 
however, that the drug business needs Hoover- 
izing. I do not mean censured, but standard- 
ized, like the U. S. Pharmacopeia attempts to do. 

I fear that great and serious damage is being 
done to us, the general practitioners, and to the 
medical profession at large by the use of such 
loosely constructed names. This damage will be 
passed on to our patients together with the 
higher cost of all these specialties. 

I am not going to ask for a show of hands, 
but I do want to ask you doctors (myself in- 
cluded) how many know the drug constituent 
and dosage of the drugs contained in these mix- 
tures that you hurriedly issue to patients who 
enter your office seeking cure or relief from their 
physical and mental ills ? 

When the next patient has left your office with 
a bottle of medicine and you have set down the 
amount to your cash or credit account, go into 
your drug room, take down that gallon bottle 
from which you poured that specialty and read 
the label thereon. If you are not surprised or 
maybe shocked at your having given medicines 
without duly considering them, I will have 
missed my guess, 

Now what do you think? Is this commercial 
age of medicine good either for the doctor or 
his patient ? 

The doctor and his patient are not all who 
are hurt, however, as you will see if you go into 
any so-called drug store (variety store would be 
more nearly descriptive) and look back in the 
least used portion of the store and you will find 
Fluid extracts and Tinctures from the best 
manufactures. Many of those quarter pound 
bottles have been there five, ten or twenty years, 
and the stoppers have never been removed. 

The prescription pharmacist is gone. He has 
given way to the soda fountain clerk who mixes 
the coca-colas and hands out the castoria—the 
kind the babies ery for. 

If my voice and pen were able I would like 
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to draw this matter to the attention of every doc- 
tor in the country. 

I believe this is a much more serious question 
to the medical profession than whether in three 
months we shall be allowed to write one hundred 
or one thousand prescriptions for our liquor 
loving patients who generally are able to come 
to the office and bring no symptoms except a 
slight chronic dryness of the throat. 

It is my humble belief that if the physicians 
who constitute the regular medical profession 
will study the actions and uses of the drugs they 
prescribe and dispense, that all the different 
varieties of “paths” desiring a short cut to the 
practice of the Healing Art will become less pop- 
ular with the public, for we will cure more of 
our patients. 





DISEASES SIMULATING PULMONARY 
TUBERCULOSIS* 


Maurice. Lewrson, M.D. 
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Since the beginning of the anti-tuberculosis 
campaign about twenty-five years ago, two 
thoughts have dominated the medical profession 
in the promotion of this crusade. The first was 
to diagnose tuberculosis as early as possible; the 
second was to suspect it in every chronic pul- 
monary disease. Although the results have been 
very satisfactory by reducing the mortality of 
this disease over 50%, during this period the 
over-enthusiasm displayed, especially by those 
actively interested in this disease, has caused 
many non-tuberculous conditions to be diagnosed 
as tuberculosis. Another cause for this is that 
the symptoms of many other diseases simulate 
those of tuberculosis. Practically every variety 
of medical and surgical diseases are sent to the 
Cook County Hospital and the various tubercu- 
losis dispensaries diagnosed as_ tuberculosis. 
Practically all tuberculosis sanitaria have cases 
of non-tuberculous disease. 

The following are among the more common 
conditions frequently diagnosed as tuberculosis 
on account of the similarity either of their clin- 
ical history or of their pulmonary physical signs: 


~ *Paper read before Illinois State Medical Society at Quincy, 
Illinois, May 21, 1925, 
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Common diseases having symptoms simulating 
tuberculosis are: 

1. Hyperthyroidism: This condition charac- 
terized by general malaise, loss in weight, loss in 
strength, anorexia, slight temperature, tachy- 
cardia, tremor, exophthalmos and elevated basal 
metabolic rate. These symptoms are often asso- 
ciated with some cough so frequently simulating 
those of tuberculosis that, unless one bears this 
condition in mind, frequent errors are inevitable. 
The absence of physical signs, the constant 
tachycardia and the elevated basal metabolic 
rate should serve to differentiate the two. 

2. Mitral Frequently associated 
with cough, dyspnea and hemoptsis, can be 
differentiated from tuberculosis by the character- 
istic physical signs of enlarged heart, presystolic 
murmur, and frequent auricular fibrillations. It 
should also be borne in mind that pulmonary 
tuberculosis is exceedingly rare in the presence 
of mitral disease. 


stenosis: 


3. Subacute infective endocarditis: This dis- 
ease is more common than is usually supposed, 
and is therefore frequently overlooked. It is 
characterized by normal or slightly elevated tem- 
perature, enlarged spleen, clubbed fingers, pain- 
ful nodules on toes or finger tips, petechiae, and 
finding of streptococcus viridans in blood cul- 
ture. When, in addition to the above character- 
istic findings there is also some cough, the ten- 
dency to diagnose tuberculosis is quite marked. 

Common diseases having pulmonary findings 
similar to tuberculosis are: 

1. Basal pulmonary lesions following influ- 
enzal infection: In these conditions physical 
examination shows dullness, bronchial breathing 
and rales in lower portions of lung, while apices 
are clear. The negative apex should serve to 
differentiate these diseases from tuberculosis. 

2. Chronic bronchitis and asthma: Here we 
have a history of chronic cough and paroxysmal 
attacks of expiratory dyspnea. On chest exami- 
nation there are no localized pulmonary lesions, 
but evidence of emphysema and diffuse bron- 
chitis characterized by enlarged, hyper-resonant 
chest and many diffuse sonorous rales most 
marked at the bases. 

3. Non-tuberculous chronic infections of 
langs: 


(a) Syphilis is diagnosed by positive history, 
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positive Wassermann and favorable response to 
antiluetic treatment. 

(b) Actinomycosis is diagnosed by exposure 
to cattle and finding of Ray fungus in sputum. 

(c) Blastomycosis is diagnosed by associated 
skin lesions and the finding of yeast fungus in 
fresh sputum. 

(d) Streptothricosis is recognized by finding 
of various forms of streptothrix in sputum which 
is negative to tubercle bacilli. 

4. Neoplasm of the lung: 

(a) Benign or malignant disease of the lung 
is diagnosed by physical signs of flatness, sup- 
pressed breath sounds and absence of signs of 
moisture, which are usually present in tuber- 
culosis. The absence of temperature, the presence 
of the characteristic cachexia of malignancy and 
the finding of enlarged hard cervical or axillary 
glands. 

5. Foreign bodies of the lung are of great 
diagnostic importance: This condition is more 
frequent than is usually recognized and should 
more commonly be borne in mind. It is diag- 
nosed by the history and x-ray findings of either 
foreign body or zone of localized emphysema, 
which is very suggestive. Chevalier Jackson and 
those engaged in bronchoscopic work have re- 
peatly called attention to the importance of this 
condition and the ease with which it can be 
treated by bronchoscopy. 

6. Pulmonary abscess, infarct and gangrene: 
These are diagnosed by characteristic odor, puru- 
lent sputum and finding of area of dullness, 
bronchial breathing and rales at base. The his- 
tory of preceding tonsillectomy, pneumonia, or 
foreign body aspiration is of value. Roentgen- 
ologic examination is quite conclusive in these 
cases, 

?. Upper respiratory infection: These condi- 
tions are especially common in children with 
tonsil, adenoid and sinus disease. There is a 
low grade temperature, general malaise and on 
physical examination frequently findings of 
apical collapse. This, associated with apical dull- 
ness and fine rales, is the cause of frequent error 
in diagnosis. 


8. Non-tuberculous pathology in apex: Col- 
lapse or induration of apex, giving rise to dull- 
ness on percussion is frequently found in people 
during routine examination. This may be due 
to the previously described condition or to an 
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old healed tuberculous lesion, which is so fre- 
quent in the light of our present conception of 
the pathogenesis of tuberculous infection. Tuber- 
culous disease should not be diagnosed in these 
conditions unless there are other positive evi- 
dences of tuberculosis. 

Negative sputum by repeated examinations is 
an important feature of all the above conditions. 
Prevention of Errors: 

1. Careful analysis of symptoms and findings 
should be made without prejudice. Most tuber- 
culosis workers and institutions regard a case as 
tuberculosis until proven otherwise. 


2. Those treating tuberculosis should have a ~ 


broader knowledge of general medicine and be 
familiar with diseases other than tuberculosis, 
which give rise to similar symptoms and find- 
ings. 

3. Physical signs of tuberculosis: 
most always in the apex. 

4. Sputum analysis by Antiformin method of 
24-hour specimen should be done frequently. 
Repeated examination in marked cases with neg- 
ative sputum rules out tuberculosis. 

5. Careful interpretation of results of tuber- 
culin test. Positive tuberculin test without clin- 
ical evidence indicates only tuberculous infec- 
tion, but not tuberculous disease. 

6. Careful interpretation of results of x-ray 
examination, X-ray findings without clinical 
signs should never justify a diagnosis of active 
pulmonary tuberculosis. 

7. Establish group of suspected tuberculosis 
cases and keep them under constant observation 
without stigmatizing them as tuberculosis until 
sputum is positive or other positive evidences 
appear. 


Begin al- 


Summary and Conclusions: Although it is 
true that tuberculosis is the most common, 
chronic pulmonary disease, many other diseases 
simulate pulmonary tuberculosis in their symp- 
tomatology and physical signs. Especially when 
the sputum is repeatedly negative, other condi- 
tions must be considered in the differential diag- 
nosis. Of these, the most common are: Hyper- 
thyroidism, mitral stenosis, subacute infective 
endocarditis, basal pulmonary lesions following 
chronic bronchitis, asthma, emphy- 
sema, non-tuberculous chronic granulomata, neo- 
plasma, foreign bodies, pulmonary abscess, in- 
farct, gangrene, upper respiratory infections, and 


influenza, 
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non-tuberculous apical infiltrations. Greater 
care should, therefore, be exercised in the diag- 
nosis of tuberculosis, as errors in diagnosing non- 
tuberculous cases will not only unjustly stigma- 
tize these cases as tuberculous, but also deny 
them proper treatment for their disease. It will 
also relieve them from unnecessary tuberculosis 
restrictions of the Department of Health, which 
are usually severe. 





SURGICAL INTERVENTION IN MEDICAL 
KIDNEY DISEASES* 


G. Koriscuer, M.D., and A. E. Jonrs, M.D. 
CHICAGO 


After Edebohls introduced the decapsulation 
into the therapy of medical kidney diseases this 
method was taken up with considerable enthu- 
siasm. This was followed by a period of severe 
reaction so that for a time this procedure was 
practically placed in the discard. 

The reasons for this abandonment were two- 
fold. The indiscriminate application of this 
method to unsuitable cases furnished poor results 
and subsequent disappointment and assertions 
meant to theoretically support this intervention 
turned out to be unwarranted. 

It was claimed that the removal of the fibrous 
capsule produces permanent decompression and 
that during the process of healing ample collat- 
eral circulation is established; both these state- 
ments turned -out to be erroneous. 

In recent years the development of a more 
thorough knowledge of the pathologic physiology 
of renal diseases caused a resumption of this 
method, and it occupies now a well-defined posi- 
tion in our therapeutic armamentarium em- 
ployed in the treatment of medical kidney dis- 
eases. It is now pretty well understood, or at 
least, ought to be understood, that in medical 
kidney diseases we have to distinguish between 
the preliminary involvement of the vascular 
renal system, the nephritis, and the involvement 
of the tubular system, the nephrosis. This dis- 
tinction is based on the pathologic findings. It 
is true that a persistent nephritis finally will 
lead to the development of a nephrosis on ac- 
count of the interference with the nutrition of 
the tubular system, but it is important for the 
choice of therapy to determine in which part of 


*Read before the joint meeting of the Chicago Urological 
Society and Chicago Medical Society, March 13, 1925. 
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the renal parenchyma the trouble has started. 
Nephritis, as a rule, follows a focal infection 
somewhere in the body; the urine contains blood, 
a moderate amount of albumin, a serious lipase 
and no lipoids. The blood pressure always is in- 
creased, general hyposthenuria prevails and the 
indican and nonproteid nitrogen in the blood is 
increased and general toxemia may cause 
eclamptiform seizures. Nephrosis shows plenty 
of albumin but no blood in the urine; there is 
an abundance of casts and doubly refracting 
lipoids and a renal lipase are found. 
per se does not produce hypertonicity, the hypos- 
thenuria concerns only the excretion of the water. 
and the concentrating power of the kidney may 
be well preserved. 


Nephrosis 


If one considers that the pathology of nephri- 
tis is mainly based on ischemia, a disturbance of 
the proper circulation in the glomeruli, it is 
easily understood how therapeutic measures 
which relieve the congestion and facilitate res- 
toration to the normal may exert a favorable 


influence on this renal disorder. The glomeruli 
attend to the elimination of water; it is a funda- 
mental medical rule to put at rest or relieve as 
much as possible a diseased bodily complex, and 


attempts are made to produce this unburdening 
of the renal vascular system by reducing the 
intake of fluid. By desiccating the patient as 
much as possible curative effects will be produced 
in a great many instances. If this fails, one 
must resort to surgical intervention to provide 
conditions favorable for the restoration of proper 
renal circulation. Two problems may confront 
the operator; if perinephritis coexists, due to the 
same noxae that attacked the cortical renal com- 
plex, the renal body must be freed from these 
embracing adhesions, and if the pedicle of the 
kidney is interfered with by compressing strands, 
they must also be removed in order to prevent 
further stasis within the kidney. The second 
issue will be to remove the fibrous capsule of 
the kidney in order to bring about a thorough 
decompression. 

That the kidney in cases of acute nephritis is 
under increased tension, and that the decapsula- 
tion in such cases furnishes decompression, is 
attested to by the clinical observation that in 
these cases the renal cortex is seen to protrude 
tnrough a small incision, splitting a part of the 
capsule only. As to the therapeutic effect of 
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the decapsulation, it is known that this pro- 
cedure is not followed by the establishment of 
collateral circulation and that the fibrous capsule 
reforms in a short time. Many attempts have 
been made to explain the definite therapeutic 
results obtained and several authors, prominent 
among them Kuemmel, have suggested that the 
destruction of the sympathetic fibers in the cap. 
sule and of the sympathetic plexus around the 
pelvis and the upper end of the ureter may play 
an important part in bringing about good results, 
and have quoted analogous experiences gleaned in 
the sympathectomy around other vascular units, 
It might, therefore, be suggested that the nephro- 
lysis and decapsulation furnishes the instanta- 
neous temporary relief of the congestion and 
stagnation, while the definite and permanent 
therapeutic success is aided by the removal of 
the pertinent sympathetic fibers and ganglia. 
There was, however, another gap in the thera- 
peutic reasoning because of the observation that 
in a good many cases a satisfactory curative 
result was obtained although one kidney only 
was decapsulated. This fact lacked a satisfactory 
explanation as long as the assumption was main- 
tained that acute glomerular nephritis is always 
a bilateral affection. Recently the employment 
of a combination of the modern methods of medi- 
cal and urological exploration has demonstrated 
that in a large number of cases only one kidney 
is involved and that unilateral glomerular 
nephritis is a well established clinical unit. The 
acquisition of this knowledge furnishes not only 
an understanding of some therapeutic results, 
but enables one to select with certainty the kid- 
ney that has to be approached by surgery. 

The recognition of a unilateral glomerular 
nephritis is of importance also from another 
standpoint. It is a matter of experience that 
one diseased kidney, by the mobilization of 
nephrotoxic and nephrolytic substances may un- 
favorably influence its so far healthy mate, either 
by interfering with its functional capacity or in 
bringing about organic disturbances. Timely 
intervention upon the diseased kidney may, 
therefore, restore the normal function of its 
mate and prevent any further involvement. 

An analysis of all the pathologic and clinical 
items will help to clear up the prognostic prob- 
lem and to explain the favorable results and 
failures of nephrolysis and decapsulation. It 
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may reasonably be expected that in glomerular 
nephritis based on vascular disturbances the 


surgical interference will produce better results 
than in nephrosis, the degenerating form. 
Even the destruction of certain nervous com- 
plexes cannot be expected to be of great benefit 
in tubular diseases because the existence of renal 
secretory nerves has not yet been indisputably 
demonstrated. 

As to operation, the observation of some sur- 
gical details will promote good results; the avoid- 
ance of general anesthesia is of great advantage 
in renal operations; therefore, paravertebral 
nerve blocking should be employed if possible. 
In order to prevent any additional hemorrhage 
the muscle splitting approach to the kidney 
should be employed. The kidney ought to be 
traumatized as little as possible. If there is no 
adhesive perinephritis and the fatty capsule is 
readily detached, the decapsulation may be done 
with the kidney in situ. 

Summary: Nephrolysis and decapsulation 
have a well-founded place in the treatment of 
certain medical kidney diseases. It is important 
to establish the differential diagnosis between 
glomerular nephritis and nephrosis. Immediate 
and definite operative results may be expected 
in cases of nephritis; in nephrosis the outlook is 
doubtful and the operation may only be consid- 
ered as a last resort. The failure of medical 
treatment to bring about quick results in cases 
of glomerular nephritis is a strict indication for 
surgical interference in order to prevent pro- 
gressive destruction of the renal parenchyma. 
Early operation, when indicated, favorably influ- 
ences the prognosis. It is imperative to establish 
the differential diagnosis between bilateral and 
unilateral glomerular nephritis: in the first in- 
stance, the decapsulation must be bilateral; in 
unilateral cases the diseased kidney only will be 
operated on. Bilateral decapsulation is better 
executed in two stages as simultaneous bilateral 
decapsulation may produce shock. The medical 
antinephritic treatment must be continued post- 
operatively until complete restoration is ascer- 
tained. Nephrolysis and decapsulation are prac- 
tically without mortality. The splitting of the 
kidney, nephrotomy, is always a dangerous oper- 
ation and leads to further destruction of renal 
parenchyma. It has no place in the surgery of 
medical diseases. 
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In extreme cases of unilateral nephritis, which 
resist medical therapy and decapsulation, re- 
moval of the kidney may have to be considered, 
under the following conditions: if the hematuria 
is so persistent and copious that the patient is in 
danger of becoming exsanguinated, or if under 
the influence of the diseased kidney its mate 
becomes impaired in its functional capacity to 
such an extent that the total elimination becomes 
unsatisfactory and eventual organic derangement 
of this kidney has to be feared. 

108 N. State St. 





BONE CYSTS; REPORT OF CASES 


JAY IRELAND, M.D. 
CHICAGO 


The cases mentioned in this report are from 
the Children’s Memorial Hospital, Chicago, and 
were treated from years 1920 to 1925. 

Virchow in 1876 first discovered bone cysts 
and in 1891 Von Recklinghausen described the 
disease under the name of osteitis fibrosa cystica. 
It had previously been confused with osteoma- 
lacia, cyst formation, fibroma, and giant cell sar- 
coma. The word “fibrosa” refers to the fibrous 
connective tissue that forms between the bone 
lamellae in the bone tissue surrounding the cyst 
cavity. 

REPORT OF CASES 


Case 1. J. M., female, aged 40 days, entered the 
Dispensary, Oct. 31, 1921. The mother stated child 
did not move the right leg when two weeks old and 
cried when leg was touched. A physician then diag- 
nosed a fracture and placed the leg in paper cast. 
He told the mother the leg was fractured. 

Three of the patient’s brothers and sisters died dur- 
ing infancy. 

Physical examination showed swelling over tibia. 
Roentgenogram of right tibia showed a larg cyst in 
the middle third, October 31. 

Treatment was refused. 

Patient returned, Feb. 16, 1925, complaining of pain 
in leg on jumping for past two weeks and deformity 
of leg. 

Physical examination showed a sharp deformity in 
the middle third of the tibia with perhaps some lat- 
eral motion indicating a pseudarthrosis. Rotentgeno- 
gram showed forward bowing of the tibia, a new bone 
formation, with some rarefied areas of bone at the 
site of the old bone cyst, but practically all of the old 
cavity had filled in. The fibula was negative. 

An osteotomy was done and the tibia straightened. 

Case 2. V. K., female, aged 7 years, entered the 
Dispensary, April 8, 1920, complaining of injury to 
the right arm with pain, and some loss of function, 
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Fiz. 1—Case 3. Bone cyst at trochanter major. 
following a fall while at play at school April 7. The 
mother stated that she thought the fall was too slight 
to cause a fracture. The child had no previous illness. 

Physical examination showed tenderness and crepitus 
of the upper humerus. The right humerus measured 
17; the left, 18 cm. A fracture was suspected, roent- 
genogram was taken which showed fracture of the 
upper humerus and a bone cyst. Cyst did not involve 
the epiphysis. 

A Velpeau bandage was applied. This was removed 
eight days later and a plaster cast applied; this was 
Roentgenogram, June 8, showed 
Roentgenogram of all other bones 


removed May 14. 
complete recovery. 
in the body showed no-cyst. 

Case 3. M. P., male, aged 7 years, entered the hos- 
pital, Oct. 31, 1921, complaining that he fell from the 
steps October 6, causing pain in the hip, inability to 
walk, and limited motion of the leg. 

Roentgenogrami, October 31, showed a fracture into 
a bone cyst alongside the trochanter major, with no 
displacement (Fig. 1). Rentgenograms of all other 
bones in the body were negative for bone cysts. 

Cast was applied, November 11, with leg in 40 de- 


grees abduction. Cast was removed Jan. 20, 1922. 
Roentgenogram, March 25, showed cyst and fracture 
healed (Fig. 2) and the patient was discharged in a 


Thomas splint. 

Patient was readmitted Oct. 24, 1922, complaining 
of pain and limping in the left leg since a slight fall 
October 3. 

Measurements showed the leg ™% in. shorter than 
Roentgenogram showed the cyst recurred 
October 27 cyst was operated on by Dr. 
Incision was made over the tro- 


the right. 
(Fig. 3). 
Albert Montgomery. 
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chanter major. The thin shell of bone was broken 
down with a mallet, some pieces of bone loosened at 
the operation were placed back into the cavity. Care 
was taken not to injure the epiphysis. The usual 
brown fluid was present in the cavity. No lining of 
the cyst was demonstrated. Smears and cultures of 
the fluid were negative for bacteria. 

Roentgenogram, September 11 (Fig. 4), shows the 
cyst again filled in with bone. 

Case 4. S. L., male, aged 8 years, entered the hos- 
pital March 27, 1922, complaining that he was hit on 
the left arm by a baseball March 22. He saw a physi- 
cian at the time of his injury, who advised cold appli- 
cation to the arm. 

He had measles at six years of age. 

Physical examination showed the upper arm swollen 
and tender and inability to use the arm. Roentgeno- 
gram showed a large bone cyst near the upper epiphysis 
ot the humerus and a fracture into the cyst. 

March 29 the fracture was set under the fluoroscope 
and a cast applied. Roentgenogram, May 25, showed 
the fracture and cyst healed. 

Patient was readmitted July 26, 1924, complaining 
of pain and swelling in the region of the upper humerus 
following a fall on the elbow, July 25. 

Pain, tenderness, and crepitus were present in the 
region of the upper humerus and roentgenogram again 
showed a fracture into the bone cyst. In this case 
the bone cyst was about 2 in. more distally than pre- 
viously. 

Cast was applied. Rentgenogram, September, 1924, 
showed the fracture healed and cyst almost absent. 

Case 5. E. S., male, aged 5 years, entered the hos- 
pital Nov. 19, 1923, following a slight fall down the 





Fig. 2—Case 3. Cyst healed. 
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Fig. 3—Case 3. Cyst recurred. 


steps, November 12. He complained of inability to 
use the left arm. 

No swelling or deformity was present. Roentgeno- 
gram showed fracture into a cyst in the neck of the 
humerus. Roentgenograms of all other bones of the 
skeleton were negative for bone cyst. 

A cast was placed on the arm. Roentgenogram, No- 
vember 18, showed the fracture healed and a few small 
rarefied regions where the bone cyst was. 

Case 6. C. O., male, aged 9 years, entered the hos- 
pital Nov. 24, 1924, complaining of pain above the 
left knee and inability to walk. This resulted when 
a boy fell on him while playing football. Novem- 
ber 14. 

He had measles and influenza at age 3. Blood Was- 
sermann was negative. 

Physical examination showed swelling and tender- 
ness just above the knee. Roentgenogram showed a 
fracture into a bone cyst in the lower femur. 

Cast was applied; this was removed Jan. 19, 1925. 
Rentgenogram then showed the fracture healed and 
the bone cavity almost filled in. 

Case 7. W. M., male, aged 10 years, entered the 
hospital Dec. 18, 1924, complaining of lameness, and 
pain in the left hip, which started April 24, 1924, when 
he jumped upon the sand and fell. He had pain for 
three weeks following this; then all symptoms disap- 
peared. On December 1, his mother noticed the left 
leg was shorter. 

He had pneumonia four times. 

Physical examination showed that the left hip was 
tender, and the left leg was shorter and smaller than 
the right. Roentgenogram showed a bone cyst near 





the trochanter major. The cyst was operated on De- 
cember 19, the wall crushed and the fragments of 
bone placed into the cyst cavity. Care was taken not 
to injure the epiphysis. No lining of the cyst was 
demonstrated. Cast was applied. Patient was dis- 
charged Jan. 30, 1925, at which time roentgenogram 
showed the cyst cavity filled in with bone. 


COMMENT 


The youngest case that I have been able to find 
reported in the literature was reported by Blood- 
good.! He reports 89 cases, the youngest being 
214 years, as compared with case 1 of this report 
which is 40 days old. The fact that the child 
broke its leg when two weeks old suggests very 
strongly that the cyst was congenital. This is 
also suggested because the cyst was of large size 
when the child was 40 days old. 

The fact that there was some evidence of the 
presence of the cyst when the child returned four 
years later shows the length of time a cyst may 
last if untreated, or if a simple fracture occurs 
and remains untreated. 

Many causes have been given as etiological 
factors in the production of this disease. Infec- 
tion has been named as a cause. In four of the 
seven cases reported here the patient gave a his- 
tory of having never been ill before and no infec- 


Bloodgood, J. C.: Osteitis Fibrosa Cystica, Ann. Surg. 








Fig. 4.—Case 3. Cyst again healed after recur- 
rence. 
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tion was demonstrated during their treatment. 
The fluid examined from case 3 was sterile, as is 
the history in most bone cysts that are operated 
on. In case 1 the mother gave no history of 
any infection during pregnancy, nor did the pa- 
tient give any history of infection previous to 
the time of the fracture. Hence, the evidence 
of infection in all of these cases is extremely 
slight. 

There was no history of trauma in any of them 
to cause the cyst, except in cases three and four. 
They gave no history of trauma at the appear- 
ance of the first cyst in each case, but at the 
recurrences, of course, there was the history of 
previous fracture. 

Bone cysts rarely give any symptoms till an 
injury occurs. Very often a fracture occurs in 
the cyst, as it did in six of the seven cases 
reported here. The fracture occurs with much 
less trauma than usual; hence, the fracture is 
pathological. The symptoms in these cases are 
usually less than the symptoms of fracture with- 
out bone cysts. In case 1 the fracture was, per- 
haps, two weeks old when a physician was con- 
sulted ; case 2 waited 24 hours and case 3 waited 
25 days before consulting a physician; case 4 saw 
a physician the same day and cold applications 
were applied, but a fracture was not diagnosed 
till five days later; case 5 waited seven days and 
case 6 waited ten days before consulting a physi- 
cian; and case 7 had symptoms eight months 
before the cyst was diagnosed. In most of the 
cases the injury was so slight that a fracture was 
not suspected. In none of the cases was a defi- 
nite diagnosis made without the roentgenogram. 

The simple type of bone cyst does not have a 
surrounding capsule or membrane. Two of these 
cases operated on did not have a capsule. 

The treatment of bone cysts is usually by some 
mild surgical procedure. Four of the cases 
herein reported recovered after a pathological 
fracture into the cyst. One patient recovered 
from the fracture, but at the site of the old cyst 
the bone was badly bowed and after four years 
there was slight rarefaction at the site of the old 
cyst. Case 3 had a fracture into the cyst (Fig. 
1) and 145 days later physical examination and 
roentgenograms (Fig. 2) from all appearances 
showed the cyst healed. However, roentgeno- 
gram 194 days later (Fig. 3) showed a cyst 
again present, and 316 days later the cyst was 
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again filled in with new bone (Fig. 4). Case 4 


recurred after physical examination and roent- : 


genogram showed both the cyst and fracture 
healed. Case 7 was operated on (no fracture 
occurred) because it was thought this was the 
simplest way to produce healing of the cyst.’ 


SUMMARY 


1. Seven cases of bone cysts in children are 
reported; one being the youngest case on record. 

2. All had pathological fractures except one. 

3. All recovered without operation except 
two. 

4, Conservative treatment is suggested—if a 
fracture occurs, treat it as a simple fracture with 
slightly longer period of immobilization; if no 
fracture occurs break down the cyst wall and 
immobilize, leaving the epiphysis undisturbed. 

5412 N. Clark St. 





2. Other articles discussing bone cysts are: Montgomery, 
A. H.: Surg. Clinics of Chicago, IV, 1287, 1920. Meyerding, 
H. W.: Amer. J._ of Orthopedic Surgery, XVI, 253, 1918, 
Potts, H. A., and Hatton, E. H.: J. A. M. A., LXXXI, 2016 
(Dec. 15), 1923. 





THE OPERATIVE TREATMENT OF 
FRACTURES WITH REPORT OF 
AN UNUSUALLY COMPLI- 
CATED CASE* 


T. ArtHur Jounson, S.B., M.D., F.A.CS., 
N.D.B. 
ROCKFORD, ILL. 


There is still considerable controversy and 
many divergent opinions in regard to the proper 
treatment of fractures in general and especially 
in regard to their operative treatment. Sur- 
geons with the widest experience and of recog- 
nized authority do not agree. At the present 
time definite attempts are being made by surgical 
organizations to standardize the treatment of 
fractures, and it is hoped that simple standard 
methods may be universally adopted. 

In connection with the presentation of a case 
which represents many of the problems one 
encounters in fracture work, I wish to give some 
conclusions arrived at after a study of the recent 
literature, from ideas gained by visits to several 
clinics here and abroad and my own limited 
experience. 

It is convenient to consider the indications for 
operative treatment in three groups; compound 


*Read before the Winnebago County Medical Society, Dec. 
8, 1925. 
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fractures, simple recent fractures and old frac- 
tures. 

Compound fractures which are likely to be- 
come infected should be treated by operative 
measures. Fractures caused by force from with- 

















Fig. 1. Compound comminuted fracture of the left 
radius. Taken June 23, 1920, immediately after the 
accident. 


out as from shells, bullets, timbers, truck wheels, 
steam hammers, ete., are much more likely to 
become infected than those caused by force from 
within. In the latter case splintered bone punc- 
tures the soft parts from within and after contact 
with comparatively clean clothing, may spring 
back into the wound. 

Compound fractures with severely lacerated 
and traumatized wounds are prone to infection. 
Fractures in which the wound has been contam- 
inated with soil, bits of clothing, grease or other 
foreign material are sure to become infected 
unless the most thorough surgical measures are 
instituted. Compound fractures with extensive 
trauma of the soft parts and considerable com- 
minution of the bone are another class easily 
infected. 

De’bridement is indicated in evidently con- 
taminated cases, and if this can be done within 
ten hours after the injury, the wound should be 
closed. If the patient is not seen until infection 
is obvious the wound should be widely opened 
and drained. Internal fixation with non-absorb- 
able material is rarely indicated. All compound 
fracture cases should be given a prophylactic 
dose of tetanus antitoxin and all infected cases 
should be given repeated doses for four or five 
weeks if the wound is discharging. 

Simple recent fractures which cannot be re- 
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duced or maintained in proper position after 
repeated attempts by the ordinary methods 
should be submitted to operative treatment. The 
administration of a general anesthetic and the 
reduction of the separated bones under the flour- 
oscope has greatly reduced the percentage of 
operative cases in the hands of many surgeons. 
Before undertaking the operation the surgeon 
must be thoroughly convinced that the operative 
procedure will give in that particular case a bet- 
ter functional result than by the closed method. 

Some cases in which both bones of the forearm 
are fractured ; fractures of tuberosities and con- 
dyles with separation or rotation of the parts, 
and certain fractures of the femur are sometimes 
irreducible. In fractures of the patella, ole- 
cranon and oscalcis with separation of the frag- 
ments it is obvious that conservative treatment 
will fail. 

When fractures occur near joints and the 
joint end becomes displaced as in some fractures 














Taken after the refracture, April 18, 1921. 


Fig. 2. 
The ends of the fragments are greatly sclerosed. 


of the neck of the humerus, femur and radius, 
open treatment may be necessary. It is very im- 
portant to get perfect anatomical reposition when 
fractures extend into joints. 

In cases where serious injury to the surround- 
ing soft parts are evident, an incision should be 
made, ruptured vessels ligated, lacerated nerves 
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sutured and torn and separated muscles repaired. 
The interposition of muscle, fascia or other soft 
parts between the fractured ends is an indication 
for immediate operation. 

Old fractures are seldom submitted to radical 
procedures unless there is considerable func- 














Fig. 3. Sclerosed bone has been excised and the 
gap filled by the autogenous bone transplants. Taken 
four months after the inlay bone graft operation. 
(Albee technic). 


tional disability, as in malunion, nonunion and 
pseudarthrosis. 

Malunion occurs most frequently in the femur 
and humerus. The deformity may be either 
angular or shortening of the bone. The angular 
deformity may be corrected by open osteotomy 
with straightening; or if the deformity is ex- 
treme the deformed portion should be excised. 
If it is essential to maintain the full length of 
the bone, an inlay bone graft and bone fragments 
should be used to bridge the gap. If any form 
of internal fixation is necessary to help hold the 
ends in apposition, this should be accomplished 
hy the use of kangaroo tendon, beef bone plates, 
heef bone screws or autogenous bone grafts. 

It is difficult to determine exactly when a frac- 
ture with delayed union becomes a case of non- 
union. TI recall a patient whom I saw in consul- 
tation about ten years ago. A young man had 
suffered a compound comminuted fracture of 
both bones of the right leg a few inches below 
the knee, about eight months before I saw him. 
We thought that we had a case of nonunion to 
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deal with; however, before advising open treat- 
ment we had Dr. Dean Lewis see him, asking his 
advice especially as to open operation. He sug- 
gested waiting two or three months longer. Four 
months later, after slight weight bearing and 
mobilization, the bones were united. In this 
case union was not complete until nearly a year 
after the accident. ‘ 

Every effort should be made to favor union in 
ununited fractures before a diagnosis of non- 
union is made unless a definite cause can be 
demonstrated which cannot be remedied except 
by open treatment. 

When operative treatment is necessary, the 
ends of the bones should be freshened by resec- 
tion. The callus, blood clot, detached pieces of 
bone and tissues between fragments should be 
removed. After reduction, the limb should be 
placed in the position of muscle balance and if 
the ends of the bone do not remain in position 
easily they should be fastened together by some 
internal fixation material. 

The use of an autogenous inlay graft is the 
treatment of choice in nonunion. A large bone 
graft should be used including all the layers of 
the bone, the periosteum, cortical layer, the en- 














Taken three years after the operation. 
Left, shows almost com- 


Fig. 4. 
Right, normal forearm. 
plete bone regeneration. 


dosteum and marrow. The graft should be of 
sufficient size and length to make a large contact 
of raw bone between graft and fragments, and 
like anatomical layers should be placed in appo- 
sition. The graft should be fixed with absorb- 
able material, as this not only minimizes the 
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danger of infection but also is more favorable 
to callus formation. 

Metal plates often fix the fragments so se- 
curely that the stimulus of stress to osteogenesis 
is removed, and if the fragments are separated 
by too much traction or by loss of bone substance, 
the plate is almost sure to produce nonunion by 
keeping the fragments separated. 

In all cases where there has been an osteo- 
myelitis or infected compound fracture, no at- 
tempt should be made to insert a bone graft until 
at least six months after all signs of infection 
have cleared up. Dormant and encapsulated 
virulent bacteria may be liberated and severe 
infection ensue regardless of scrupulous asceptic 
technique. The use of external splints is just as 
essential as after closed reduction. 

In cases of pseudarthrosis the ends of the frag- 
ments are eburnated or sclerosed, the vascularity 
is decreased and the bone atrophied. The degen- 
erated parts should be excised and the gap filled 
by an inlay graft and in addition, if the bone is 
large, by small fragments of bone. In these 
cases the main graft should be taken from the 
tibia, and the fragments from the bone removed 
in making the groove in the recipient bone. 

In old fractures with loss of substance such 
as occurs in severe compound fractures followed 
by osteomyelitis or gunshot wounds or crushing 
injuries destroying sections of bone, operation 
may be indicated later to restore the lost bone. 
In destructive lesions of the tibia when the whole 
bone is destroyed, the fibula may be transplanted 
to fill the gap. This gradually hypertrophies by 
use of the limb until it becomes practically as 
strong as the tibia. 

The open treatment of fractures has many 
advantages over the closed method. The frac- 
tured ends can be brought into perfect apposi- 
tion and fixed there without difficulty. The work 
can be done much better under the guidance of 
vision. Fractures, irreducible by ordinary meth- 
ods, can be reduced by operation and those 
whose reduction is doubtful can be reduced with 
ease and certainty. 

The interposition of soft parts causing non- 
union, is recognized and corrected early, injured 
nerves may be sutured, open vessels ligated, loose 
bone removed, and lacerated tissues repaired. 
The mobility of joints is less impaired in frac- 
tures near and extending into them. Better 
anatomical reposition of the bones is obtained 
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and therefore usually better functional results 
follow. On account of the possibility of earlier 
mobilization the period of disability is decreased. 

As far as the general condition of the patient 
is concerned, the contra-indications to the open 
treatment of fractures are the same as those for 
any other major operation. If the patient is in 
severe shock or has lost a large amount of blood, 
the operation should not be done until he has 
sufficiently recovered. Serious cardiac, renal, 
hepatic and pulmonary disease, senility and 
cachexia are absolute contra-indications. 

Infection of the skin, pimples, furuncles, cellu- 
litis, abrasions, ulcers or infection of tissues 
adjacent to the fracture should be cleared up 
before operating. No operation should be under- 
taken if there is local disease of the fractured 
bone such as tuberculosis, syphilis and metastatic 
cancer. 

The facilities for the most rigid asepsis and 
the special armamentorium for bone surgery are 
essential to success. 

No simple fracture which can be reduced and 
held in good position by external manipulation 
and mechanical means should be subjected to 
open treatment. 

Substituting a major operation for a compara- 
tively simple procedure should not be done with- 
out due consideration of the dangers which may 
be encountered. The patient is subjected to all 
the dangers of a major operation which may be 
very tedious especially if operative team work is 
not well developed. There is more than the usual 
danger of infection on account of the lowered 
vitality of the injured tissues, blood extravasa- 
tion, and the low resistance of fractured bone 
to infection. Osteomyelitis with destruction of 
bone, adhesions with functional impairment of 
muscles and joints are almost certain to follow 
and more serious complications sometimes de- 
velop. Disfiguring scars, operative injury to im- 
portant nerves, bloodvessels and other tissues 
may result from the operation. 

Steel plates and screws, metallic clamps, nails, 
wires, bands, spikes, bolts, staples and many 
other non-absorbable contrivances have been used 
as internal fixation splints. The main objections 
to the use of hardware of any kind are the 
increased dangers of infection, the fact that it 
is a frequent cause of nonunion, often necessi- 
tates a second operation for its removal and 
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sometimes is responsible for a secondary frac- 
ture. 

If the fractured ends can be locked together 
or if they remain in apposition without any ten- 
dency to slip apart after open reduction, no in- 
ternal fixation material should be introduced. 
If the fracture is in such @ position, or if it is 
of such a nature that it is not likely to remain 
in reduction even when the parts are placed in 
the position of muscle balance, some type of 
internal fixation may be necessary. Absorbable 
materials should always be used if possible. 

Heavy chromic catgut and heavy kangaroo 
tendon if properly applied will answer every 
purpose of wire. Kangaroo tendon and beef 
bone screws may be used instead of metallic 
screws, nails and staples. Beef bone plates should 
be used in place of metallic plates and clamps. 
The sliding inlay bone graft and the autogenous 
inlay bone transplant are useful in nonunion, 
and autogenous massive transplants have no sub- 
stitute in bridging and repairing gaps where 
bone has been destroyed. 

The case which I wish to report is one-of a 
compound comminuted infected fracture, fol- 
lowed by a refracture, nonunion and pseudar- 
throsis, 

W. B., 
local factories, was injured by a steam hammer June 
23, 1920. He suffered a compound comminuted frac- 
ture of the left radius, extensive laceration of the skin 
and muscles and destruction of a potion of the tendon 
of the left extensor carpi radialis muscle. Under 
nitrous oxide anesthesia, the devitalized and contami- 
nated tissues were excised, many loose fragments of 
bone were removed, and a large attached splinter of 
bone was sutured with chromic catgut to bridge the 
gap left by the removal of loose pieces of bone. There 
was a Slight infection in the wound which discharged 
for several weeks. 

The arm was kept in a splint and treated by physio- 
therapy for several months. Then the arm was sup- 
ported by a short splint while gradually increasing 
active motion and light work were allowed. Union 
was obtained but shortly after the small supporting 
splint was removed the patient suffered a refracture. 

The x-ray revealed a refracture in the thinned out 
portion of the radius. This portion of the radius was 
greatly sclerosed. The arm was again immobilized 
for about two months and on account of the eburna- 
tion of the old fractured ends it did not unite. We 
then had a non-union and pseudarthrosis to deal with. 

On June 24, 1921, under ether anesthesia a large 
bone graft was taken from the left tibia and trans- 
planted into the grooves previously made in the frac- 
tured ends of each fragment of the left radius. The 


eburnated ends were excised and the gap of about 


employed as a hammer-man in one of the 
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one inch was bridged by the graft, reinforced by two 
pieces of bone removed in making the bed for the 
graft. The inlay graft was fixed in position with 
heavy kangeroo tendon. The wound was sutured and 
the arm placed in a plaster cast. 

The arm was immobilized for about two months, 
About three weeks after the operation massage and 
passive motion were started and active motion with 
gradually increased exercise were allowed after two 
months. 

The function of the arm has returned almost to 
normal with the exception of a partial loss of ex- 
tension at the wrist. This is due to the destruction of 
the extensor carpi radialis muscle by the steam- 
hammer and infection. The bone has regenerated to 
bridge the gap left in the radius by excision of the 
thinned out and sclerosed portion, and the injured 
radius is now practically the same as normal. 





ARTERIOSCLEROSIS* 


B. Lemcuen, M.D. 
CHICAGO 


Arteriosclerosis is a name given to pathologi- 
cal conditions of the arteries of which the most 
common are: In the very small arteries there 
is a thickening of the intima due to a prolifera- 
tion of the endothelia cells, with an increase of 
connective tissue in the intermediary layer, 
which may partially or completely obliterate the 
lumen (obliterating endoarteritis), In the 
larger arteries new tissue may form beneath the 
endothelium diffusely or in circumscribed masses 
or it may encircle the vessel. The new formed 
tissue is generally fibrous, dense having few cells 
and is prone to undergo fatty degeneration, to 
become necrotic and to disintegrate and form 
atheromatous changes. The necrotic material 
may open into the lumen of the vessel and form 
emboli or the necrotic material may become cal- 
cified in the vessel. Fatty degeneration, atrophy 
and calcification may also occur in the muscu- 
laris and adventitia, A frequent form of sclerosis 
of the vessels in the lower extremities is that in 
which the main process of calcification is in the 
media. They are readily recognized with the 


x-ray as the calcified arteries give a clear shadow. 
The calcifications are more or less in. ring form 


and may be transformed into true bone. The 
medium sized vessels become less elastic and are 
liable to yield to the pressure of the blood, and 
in this way form aneurisms or rupture. Arterio- 
sclerosis may be limited to the aorta or to other 


*Read before Irving Park branch, Chicago Medical Society, 
Oct. 22, 1925. 
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single vessel, or it may occur in special vascular 
tracts like the brain, heart, stomach, etc. 

Etiology. The etiological factors are gout, 
syphilis, diabetes, chronic lead and alcohol poi- 
soning, overwork, overfeeding, excessive smoking 
and excesses of any kind. It is generally asso- 
ciated with valvular lesions, hypertrophy of the 
heart with chronic diffuse nephritis and there is 
generally an inherited predisposition to it. 

Symptomatology. From the pathological 
processes we can readily understand that the 
symptoms will vary with the location and the 
extent of the lesion. The most common symptom, 
however, is high blood pressure, although we 
occasionally find a low pressure where there is 
a weak heart. 

Of special organs. Brain. Cerebral arterio- 
sclerosis is characterized by dizziness, vertigo, 
convulsions and mental symptoms which may 
simulate almost any psychosis, although the most 
common one is depression with self-accusation 
and self-destruction. We can safely state that a 
psychosis, where the first attack comes on past 
middle life, when syphilis and alcohol can be 
excluded, is due to cerebral arteriosclerosis. 

Heart. Arteriosclerosis is characterized by 
angina pectoris, a picture that every physician is 
familiar with. 

Stomach. Arteriosclerosis of the stomach is 
characterized by indigestion, flatulence, eructa- 
tion of gas, hyperacidity and pain. A good many 
of the cases are diagnosed as cancer and are 
operated on when the mistake is discovered. A 
common symptom of arteriosclerosis of the stom- 
ach is falling asleep after meals. 

Emboli are recognized by the sudden onset and 
as they are generally located in the brain or 
lungs. If in the brain by aphasia, paralysis 
of the face or extremities, unconscious, ab- 
normal reflexes and by the many signs of 
which Babinski, Chaddock, Gordon, Lemchen, 
etc., are the most important. If in the lungs 
by dyspnea, hemoptysis with chest findings 
on physical examination. Obliterating endoar- 
teritis is recognized by the gangrene it produces. 
It generally starts at the toes and mostly of the 
great toe. The skin of the toe becomes pinkish 
then blue and black. The toes are also numb and 
cold. It spreads up the foot and stopping at 
a place where a collateral circulation is estab- 
lished where it will demark, When kept aseptic 
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the gangreneous part will amputate itself and 
the stump will heal over. 


A very interesting case is that of D. F., which is 
as follows: Admitted at the Kankakee State Hospital 
Jan. 8, 1913. Family history negative. Aged 35 years. 
Had been in the U. S. for 5 years. A baker by oc- 
cupation. A good worker and was healthy till two 
years before his admission, at which time he fell and 
was out of his head for about three hours. However, 
he could walk and talk for two weeks afterwards as 
usual, according to his wife’s statements. Two weeks 
after he fell, he began to show speech defect. He 
would think one thing and say something else. He 
also started to limp on the right side and showed defect 
in the right hand. 

When admitted at the Kankakee State Hospital, he 
was well nourished, pupils reacted to light and accom- 
modation. No disturbance in cutaneous sensations; 
knee jerks brisk but equal; slight Romberg; was un- 
able to extend the fingers of his right hand. No 
Babinski nor Gordon. 

Mentally, he was neat and tidy but restless—con- 
tinuously on the go. Assisted with ward work. His 
speech was inarticulate, his words could not be under- 
stood, although he himself understood what was said 
to him. Would obey commands. Could not name 
objects shown to him, but would pick them out when 
told to do so. The Wassermann on the blood and 
spinal fluid was negative. There were three lympho- 
cytes per c.mm. in the spinal fluid, and the globulin 
test was also negative. 

Patient was admitted at the Chicago State Hospital 
on July 8, 1913, as a transfer from the Kankakee State 
Hospital. At that time he was aphasic but understood 
everything that was said to him. Helped with the 
ward work, was able to get around, although he had 
some weakness of the right leg and could not use 
well his right hand. He was pleasant and agreeable, 
apparently well oriented. Patient was getting along 
all right till August 12, 1918, at which time he de- 
veloped ulcers on toes of both feet which necessitated 
him to stay in bed. The ulcers would heal, but in 
a few weeks would break out again. On the right foot 
the ulcers of the four first toes became gangrenous, 
amputated itself and healed by March 4, 1920, Sept. 
11, 1924, patient developed gangrene of the left foot. 
First starting at the great toe, spreading up the foot, 
stopping at about the junction of the navicular and 
cuneiform bones, at which place it gradually demarked 
itself and finally on April 23, 1925, it amputated itself 
and the stump is gradually healing over. 


Treatment Prophylactic. People must be 
warned of the danger of syphilis, alcohol, infec- 
tions, overeating and excesses of any kind. A 
person with arteriosclerosis must lead a normal 
life with moderation in eating, drinking, smok- 


ing and exercise. He must avoid excitement and 


overwork. He must keep his bowels regular. 
Medication. The iodides alone or in combina- 
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tion with citrates are still holding first rank in 
the treatment of arteriosclerosis, and meeting 
special indications as they may arise. One drug 
that has proven of value in my hands in depres- 
sions of arteriosclerosis is insulin. I have used 
it in 30 to 40 units once a day about 20 minutes 
before the noon meal with gratifving results. 

For gangrene. The best treatment is amputa- 
tion of the gangrenous part. However, if ampu- 
tation for some reason is not advisable, the next 
best thing to do is to keep the gangrenous part 
dry and aseptic which is best accomplished by 
dressing it with 1/20 to 1/40 of one per cent. 
solution of potassium permanganate in water 
with a little alcohol in it. After the part has 
amputated itself the best dressing is a saturated 
solution of borie acid in water with a little 
aleohol in it, taking care that no crust forms 
at the edges of the skin, otherwise the skin will 
not grow over it. The best way to remove crust 
when they do form is to saturate a piece of 
sterile gauze with ether and go over the crust 
till they are removed. 








THE QUACK CURSE—AND CURE 


HOW THE PROFESSION MAY AID THE TRIBUNE'S 
CAMPAIGN AGAINST THE DEPREDATIONS 
OF THE CHARLATANS 


Henry R. Krasnow, M. D. 
CHICAGO 


A great public service is now being performed 
by a powerful newspaper—the Chicago Tribune. 

It is engaged upon one of its periodical ex- 
poses of medical quackery in Chicago, and is 
pointing out—cleverly and effectively—many of 
the methods of charlatanry. 

It is not the first time the Tribune has done 
this work. <A recent editorial says it will not 
be the last time—and that is hopeful. 

Unfortunately, the medical profession cannot 
expect that a great newspaper will continue un- 
remittingly a drive of this type, even though 
the evil which is the target, is one of the most 
subtle and dangerous that affects humanity. 

And it is decidedly doubtful if a continuous 
drive would be effective. Mankind is so con- 
stituted that the human mind loses interest in 
a subject after a certain period, and it is prob- 
ably excellent journalism and also excellent judg- 
ment of human nature which prompts the 





March, 1926 


Tribune to engage in these crusades at reason. 
able intervals of time. 


Yet, between these crusades, as the quacks 
feel that the public scandal of their practices 
has died down, they creep from their hiding 
places and again engage in their vile work of 
preying upon the unfortunate and fleecing the 
unwary and ignorant. 

And, to the shame of the medical profession, 
it must be admitted that much of the fault for 
this condition lies with us and us alone. We 
applaud a great journal when it fights our bat- 
tle. Occasionally, we give it some sort of half- 
hearted, unorganized support. But, due to a 
variety of causes which it is probably unprofit- 
able to investigate in the scope of an article of 
this type, or even to enumerate, we do very little. 

The Tribune’s crusade has closed up some of 
these vile dens of charlatanry. They will remain 
closed as long as they fear an aroused public 
opinion—and no longer. It is therefore the 
province, nay, the duty, of the medical pro- 
fession to see to it that public opinion, once 
aroused may not be suffered again to become 
quiescent, but that its force shall remain a con- 
tinuing influence for the protection of the com- 
munity and the safeguarding of suffering hu- 
manity. 

And _ besides, there are many other things 
which can be done now that the Tribune has 
quickened the public pulse and conscience, in 
the suppression of quackery in all its phases, 
and in the stamping out of these parasites who 
prey upon credulity, fear and ignorance. 

For it is not the advertising quack alone who 
is guilty. He is but one of an unlovely and 
by no means select circle of scoundrels which 
embraces the manufacturers of “cure-alls”—those 
marvelous nostrums, a few bottles of which will 
cure all the ills known and unknown to human- 
kind; and the “cultists’—those seers of the in- 
visible and unknowable—and unthinkable—whose 
curious methods and pretences to omniscience 
also proclaim their unlimited power to over- 
come human ailments, and certainly succeed in 
a magnetic attraction for human earnings: and 
the various “doctors”—who never saw a medical 
school, and who are by trade druggists, and 
barbers, and midwives, and herb chemists, and 
so on through all the nauseous, spidery list. 

All of these levy their heavy toll upon igno- 
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rance—for ignorance is the foundation of every 
business edifice on Quack Street. 

No one knows better than the reputable physi- 
cian the horrible results of a visit to Quack 
Street. No one knows better the number of 
deaths; the amount of suffering; the unblushing 
banditry, which abound on Quack Street. 

Handsome are the edifices on Quack Street, 
the temples testifying to the simplicity and 
credulity of millions of human beings. That the 
mortar which holds their walls together is mixed 
in human blood, and that they rest upon stones 
of human anguish, means little to those who 
live within them. Sharp-eyed for money ; sharp- 
eared for careless words of their dupes that will 
put them upon the track of money, they are 
singularly blind and deaf to human sympathy. 

That the dupe who strays into Quack Street 
has no disease means little or nothing to the 
quack. He is promptly supplied with one in 
imagination—and all too frequently in fact 
through the “treatment” given him. ‘ 

That the dupe who strays into Quack Street 
is diseased is still a greater tragedy, for the 
more serious the disease, the more serious are 
the usual consequences. 

And when reputable physicians cry out against 
the practices of Quack Street, the quacks often 
retort with a far louder cry of “jealousy” and 
“fear of losing practice.” The fact is that the 
reputable physician really suffers very little in 
pocket from the practices of Quack Street, be- 
cause his services are usually called in finally 
to undo its evils. 

But the reputable physician has a duty and 
an ideal and an ethical standard, and his educa- 
tion and training and environment have been 
such as to cause within him a lively concern for 
the interests and feelings and sufferings of his 
fellowmen. It is not merely “economic pres- 
sure” which actuates him—or should actuate 
him—-in his battle against quackery, but his feel- 
ing for humanity, to whose service he has dedi- 
cated his life. 

They are pitiful, really, the results of auack- 
ery. It is an eternal disgrace to humanity that 
there exist creatures sufficiently vile to prey upon 
simplicity—but the fact must be faced that this 
disgrace exists and must be uprooted. 

About six or seven years ago, at another time 
when the Tribune was engaged in one of its 
periodic crusades against quackery, I made an 
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exhaustive investigation into the subject on be- 
half of the Douglas Park branch of the Chicago 
Medical Society. What I found was appalling. 
Druggists, “near druggists,” midwives, blatant 
ignoramuses—not ignorant, however, of the art 
of extracting money from the more ignorant— 
all busily engaged in this blood-sucker game of 
befooling suffering humanity. They create dis- 
ease; they maltreat disease ; they foster in credu- 
lous minds a brutish, ignorant scepticism of 
scientific attainment that threatens the welfare 
of the race. They stunt the growth of children, 
make unhappy the lives of adults, and shorten 
the earthly span of thousands of ignorant men 
and women. And that is quackery. 

The efforts of great newspapers and great 
magazines and earnest laymen have given con- 
siderable education on the subject of quackery 
to the readers of that portion of the country’s 
press printed in English. There remains much 
still to be done. But the good work already 
performed has accomplished definite results, if 
it be continued. 

To that dumb, almost sodden, helpless mass 
of the foreign-born who constitute so large a 
proportion of the country’s population, English 
language newspapers are often a closed book. 
They rely for their information upon the ver- 
nacular press, and they believe with child-like 
and wonderful faith in the printed word which 
they see therein. 

This is not altogether remarkable. Many of 
these poor immigrants come to America from 
lands strongly paternalistic in government, 
wherein the press has been subject to regulation 
and more or less despotic control, and they have 
been trained to believe what they have read. The 
advertising quack who exploits his marvelous 
“cures” in these media, therefore, obtains really 
remarkable results from his advertising. 

In my prior investigations, I found the foreign 
language press a most fruitful field for the ex- 
ploitation of quackery, and at that time had 
communication with the most reputable news- 
papers in that field. The results were hearten- 
ing, inasmuch as the best of these vernacular 
newspapers joined in an attempt to ban “med- 
ical” advertising, and in some instances, by edi- 
torials and otherwise, called the attention of 
their readers to the dangers of quackery. But 
after all, it was only a sporadic demonstration. 
The effects were not lasting, and for this I do 
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not blame the foreign language newspapers so 
much as I do the inertia of my reputable brother 
practitioners. We did nothing—or next to noth- 
ing—to utilize, consolidate and render perma- 
nent the good results obtained from that crusade 
of the Tribune and the resultant awakened con- 
science of other journals. 

And we were little aided by existing laws or 
their avenues of enforcement. Public health 
legislation is notoriously lax both in matter and 
in manner of enforcement. This, I believe, is 


largely due to the apathy of the legitimate med- 
ical profession, and, to a considerable extent, this 
is a condition which can be rectified. 

Ignorance is at the root of the entire growth of 


Enlightened and persistent education 
Science must 


quackery. 
is its only effective germicide. 
be made to prevail over pseudo-science, but to 
do that, science must be divested of its compli- 
cated terminology, and must be made clear to 
the average layman. 

For it is an unfortunate fact that Quack Street 
has utilized even legitimate scientific attainment 
for its own purposes. Is there an important 
discovery in medical mechanics, such as the 
x-ray? Then promptly does Quack Street in- 
stall complicated, imposing looking and con- 
fidence-building x-ray machinery in its dens. 
Does the Wassermann test indicate syphilitic in- 
fection? Promptly does Quack Street extract 
the blood of its victim and send it to a laboratory 
—or a pretended laboratory—for test. Often this 
blood is sent to a real laboratory, but the actual 
report makes no difference. Paraphrasing the 
remark of a great merchant that the “customer 
is always right,” Quack Street has adopted the 
maximum that “the patient is always infected.” 
And in this, Quack Street is usually almost right, 
for if the patient is not infected when he visits 
that thoroughfare, he generally is before he leaves 
it, and he is certainly invariably lightened in 
pocket. 

And another element worth consideration is a 
by-product of the principal efforts of Quack 
Street. This is blackmail. Especially in the 
case of women—but by no means confined to 
women alone—blackmail is an important money- 
making element in Quack Street. Usually, it is 
a relatively small tribute which is levied, al- 
though there have been any number of cases 
where large sums have been mulcted from the 
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unwary. A favorite form of this blackmail jg 
in the cases of young men and women about 
to be married, who are lured into the dens of 
Quack Street through specious advertising, and 
who are then informed that they are suffering 
from a “social disease” of some kind or other, 
Preying upon fears and upon the natural wish 
of youth to start this phase of life with a clean 
slate, a vicious form of petty blackmail is prac- 
ticed. 

The so-called “midwives” are outstanding ex- 
emplars of this type of blackmailing, for they 
frequently become possessed of highly valuable 
personal information, and generally do not scru- 
ple to use it to their own best monetary advan- 
tage. This is a form of blackmail and _ petty 
thievery which is common in the poorer and for- 
eign sections of this city—and of every other 
city as well. 

What are the remedies? 

My investigations and a considerable corre- 
spondence with leading medical authorities, so- 
cial workers, medical journals, societies, and 
various social agencies throughout the country, 
have led me to the belief that since the under- 
lying cause of the flourishing of quackery is 
ignorance, the fundamental remedy must be edu- 
cation. 

Without sacrificing the ethical ideals of our 
profession, medical men, medical institutions and 
medical societies must work together for the sup- 
pression of quackery. The devil must be fought 
with fire, and adequate information must be con- 
veyed to the public of the dangers of quackery, 
and of the availability of competent medical serv- 
ice under all circumstnaces. This could be done 
by proper exploitation of medical science and the 
constant advancement being made in it; by adver- 
tising—if need be—warning against quacks, al- 
though, of course, without advertising any indi- 
vidual practitioner ; by periodic quickering of the 
public mind and the supplying of such agencies 
as the Tribune and others which have evidenced 
an enthusiasm for this campaign with adequate 
material ; by the designation of a definite body or 
committee whose task it shall be unremittingly to 
ferret out all possible instances of quackery and 
lend its aid to their exposure ; by publication to as 
great a degree as possible of the ingredients of 
the most popular of the “cure-all” nostrums, and 
in every other conceivable ethical manner to co- 
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operate with all enlightened agencies for the dis- 
semination of health information. 

Then comes the matter of legislation. It may 
be regarded as axiomatic that there will be no 
legislation of any value which is not founded 
upon proper education. Therefore, education is 
the primary essential. The popular mind must 
be disabused of the absurd idea that there is a 
“medical trust.” The popular mind must be 
imbued with the truth that it is not in the main 
for economic reasons that the medical fraternity 
fights quackery. The people must be made to 
understand, however, that if they desire good 
health and proper treatment, they must conserve 
those men and agencies who have devoted their 
lives to this purpose and must at least afford them 
a reasonable livelihood. This is common sense. 

I would recommend, therefore, as a first step— 
since the lead must be taken by some organiza- 
tio—that the Chicago Medical Society take this 
matter under immediate consideration ; designate 
a committee, instructed to act without delay, and 
that the Society provide adequate funds to start a 
campaign of education to cooperate with the 
Tribune and every other possible agency for the 
dissemination of information regarding medical 
science and the dangers of pseudo-science and 
quackery. 

I suggest as the next step that this Society en- 
list the aid of the American Medical Association 
and all available social agencies toward the same 
end, and, if possible—and it should be possible— 
to map out a cohesive, coordinated and compre- 
hensive campaign for public education, to be fol- 
lowed by a similar campaign for sane, reasonable 
and enforceable legislation, having for its purpose 
the raising of medical standards and the discour- 
aging of quackery in all its forms. 

This is feasible. Such legislation may not 
come all at once. It will not. But a definite 
program, properly adhered to and founded upon 
public education, will ultimately bring it about— 
at least to a degree which will afford a far more 
satisfactory condition than that under which we 
how suffer. 

For Quack Street flourishes upon ignorance 
and credulity, and to wipe out Quack Street 
should be the sacred duty of our profession. 
The method is to flood it out, to wash away its 
slime; its humanity-sapping poison. And the 
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only effective agency, the only cleansing fluid, is 
education. 
5 South Wabash avenue. 





DIAGNOSIS AND MANAGEMENT OF 
PARALYSIS OF THE LOWER EX- 
TREMITY WITH SPECIAL REF- 

ERENCE TO GLUTEAL 
PARALYSIS 


Puitie H. Kreuscuer, M.D. 
CHICAGO 


The diagnosis of paralysis belongs in the realm 
of the neurologist. It is not our purpose in this 
clinine tonight to usurp any of his rights nor 
to trespass upon his territory. We hope only to 
bring out a few of the more important diag- 
nostic points in the diagnosis and differential 
diagnosis as it concerns the involvement of the 
lower extremity and especially gluteal muscle 
paralysis. 

In recent months we have heard and read a 
great deal of spastic paralysis and_have seen a 
considerable amount of work performed along 
this particular line. The condition which inter- 
ests us most is the flaccid paralysis of anterior 
poliomyelitis as it disables the lower extremity 
of our younger patients. In order to correctly 
treat these cases one must first of all correctly 
diagnose. We differentiate two kinds of diag- 
noses, first of all, the neurologic, and second, 
the anatomic diagnosis. In our management of 
paralytics as in the treatment of most every 
other condition the accurate history or story as 
told by the patient or his parents is of prime 
importance. Our physical examination comes 
next and finally such laboratory tests as may be 
required to clinch the diagnosis. 

In a given case, usually a child, where there 
is considerable temperature and_prostration 
without any very definite findings and where 
there is extreme tenderness involving certain 
extremities one must suspect either an acute in- 
fection involving the bone of that extremity or 
an early pre-paralytic stage as seen in cases of 
infantile paralysis. At this particular time, be- 
fore the paralysis, the examination of the spinal 
fluid often shows some very definite findings. 
The increase in cells in the spinal fluid during 
the first week and the marked globulin reaction 
a little bit later is very suggestive. If, then, one 
finds only a slight increase in the leucocyte count 
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with an increase in lymphocytes and a decrease 
in the polymorphonuclear leucocytes, then just a 
little more evidence is added in this case. When 
finally the paralysis occurs scattered flaccid, 
purely motor, with diminished or lost reflexes in 
the affected member, and a little later muscular 
atrophy, one has almost clinched the diagnosis. 
I think that it is conceded that no other purely 
motor paralysis or weakening of this scattered 
character occurs excepting in anterior poliomye- 
litis. Peripheral nerve lesions, transverse spinal 
cord lesions, hematomyelia, all are attended by 
loss of sensation. Jones and Lovett in their 
text-book warn us of a definite obscurity which 
arises when occasionally the cerebral motor cells 
are attacked as well as the spinal. In this case 
there results a hemiplegia of unusual type, not 
very severe, but with spastic and flaccid muscles 
combined, while reflexes are increased and the 
gait is like that of an ordinary cerebral hemi- 
plegia. Amyotonia congenita, as described by 
Oppenheim, can simulate a severe grade of infan- 
tile paralysis quite especially when 
accompanied by hip and knee flexion contrac- 
tures. It is to be differentiated by the history 
of onset, which is usually insidious and very 
early and which is generally present at birth, 
even though not immediately detected. It is 
characterized by flaccidity without local atrophy. 

There are certain cases which add to our diffi- 


closely, 


culty in diagnosis and I wish to cite three, two 
of which TI have found in the literature and one 
of my own. In the first instance, a boy aged 8 
who had fallen and fractured his elbow was 
treated as a fracture case of this type. A plaster 
cast was applied and permitted to remain on for 
three weeks, only to find on its removal that 
the entire arm was paralyzed. It was remem- 
bered by the mother that during the second 
week of his incapacity from this fracture he had 
had an illness of 24 hours duration, which, of 
course, was his infantile paralysis. A second 
case was that of a boy who during the course 
of treatment for a congenital talipes equinus 
became seriously ill for several days and then 
recovered apparently. When the cast was re- 
moved it was found that his entire extremity 
lelow the knee had been involved by an anterior 
poliomyelitis. The third case I saw several weeks 
ago in a child three years of age who was suffer- 
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ing from a very mild illness, so mild that he 
was up and about at his play. During the course 
of the play he was struck by one of the older 
boys with a baseball bat. The blow came over 
the child’s spine in the upper lumbar region and 
was sufficiently severe that a small hematoma 
formed to the right of the spinal column. After 
several days the mother noticed that the child 
could not use his right lower extremity and 
examination showed a rather definite peroneal 
paralysis. We now know, of course, that the 
blow upon the back had nothing to do with the 
involvement of the lower extremity. 

In our anatomical diagnosis the neurologist 
again aids us very frequently by proving the 
presence of the reaction of degeneration in the 
various groups of muscles. In the lower extrem- 
ity we speak of the stabilizers of the hip, the 
stabilizers of the knee and ankle. Then again 
we recognize adductors, abductors, flexors and 
extensors. In the advanced or more complete 
cases where the lower extremity is involved fre- 
quently no muscle remains intact except possibly 
one of the glutei, the sartorius, or the tensor 
fascia lata, usually always the iliopsoas remains. 
The case which I wish to present tonight is one 
in which all muscles below the crest of the ileum 
were paralyzed excepting the ilio-psoas. This 
child having never used crutches was brought to 
my clinic three years after the paralysis with 
complete flaccidity of the left lower extremity, 
having as her only means of locomotion the use 
of chairs or tables by the aid of which she 
hopped about the room, dragging the para- 
lyzed leg. 

Our management of this type of cases has 
two purposes, first: to improve function, and sec- 
ond, to secure stability. In this type of case one 
implies the other. Having no adjacent muscles 
which we could utilize for our transplantation, 
we decided to follow a suggestion made by Lange, 
of Munich, namely, the utilization of the erector 
spinae muscle for the production of gluteal 
action. The outer half of the erector spinae mus- 
cle is detached and by means of silk ligatures 
an attachment is made to the greater trochanter 
and to the upper end of the shaft of the femur 
in such a manner as to produce abduction action 
in the femur when the child brings the erector 
spinae muscle into play. 

(Demonstration of Case.) 
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marks which differentiates it from other disor- 
ders in the gastro-intestinal tract. 

The multiplicity of abdominal symptoms has 
always presented a problem that has taxed the 
ingenuity and acuity of the physician in making 
an accurate diagnosis. The alimentary tract, 
with its many yards of possible pathology and 
its nooks, corners, and winding lanes, offers un- 
limited possibilities for the development of con- 
fusing symptoms. 

Therefore, we have arranged this paper so as 
to present in clear form a few of the outstanding 
features which we believe characterize each gas- 
tro-intestinal disorder and facilitate an accurate 
diagnosis. The points presented are taken very 
largely from “Cardinal Diagnostic Points” com- 
piled by the staff teaching junior medicine in 
the College of Medicine, University of Illinois, 
during the past thirteen years. 

The esophagus with its tube-like structure, is 
the frequent site of disease, the most common 
of which is stricture. Frequently the etiological 
factor is trauma from a foreign body or a caustic 
which results in a cicatricial scarring and 
more or less obstruction in the esophagus. 
Obstruction caused by malignant growths in the 
wall of the esophagus, or due to extraneous pres- 
sure, are not uncommon occurrences. In cases 
of obstruction to food passing down the tube, 
we may find a definite history that at once gives 
a clue to the seat of trouble. Painful degluti- 
tion and regurgitation of food are often impor- 
tant points, but more frequently we can make 
our diagnosis by objective findings. The simple 
procedure of filling the esophagus with a barium 
sulphate suspension which casts an opaque 
shadow to x-ray and of visualizing the obstruc- 
tion directly by means of fluoroscopy, gives the 
greatest aid in diagnosis. In malignant disease 
of the esophagus where the age is an important 
factor, the occurrence usually is after the third 
or fourth decade. But here again a fluoroscopic 
examination which will reveal the ragged and 
irregular outline of the new growth extending 
along several centimeters of the tube, makes a 
diagnosis comparatively certain. Extraneous 
pressure, as that from aneurysm, mediastinal 
tumor, ete., can usually be recognized by the 
physical and x-ray findings. The most frequent 
cause, however, is from syphilis. Here a posi- 
tive Wassermann test or concomitant signs of 
syphilis are suggestive. 
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Diverticulum, or a pouch of the esophagus, 
though not a common occurrence, is recognized 
from a history of regurgitation of food some time 
after eating and without effort, and of substernal 
pain. The simple method of inserting an aspirat- 
ing tube will often give an immediate clue to 
the pathology. The tube passes a certain distance 
down the esophagus and suddenly meets with 
obstruction. Considerable food, free from gas- 
tric juices and the normal acids of the stomach, 
as evidenced by the lack of characteristic odor 
as well as chemical examination, at once speaks 
for an aberrant route.. Again by filling the 
esophagus with the barium sulphate, a retention 
of the material in the sac may be demonstrated, 
thus giving conclusive evidence. 

The diagnosis of hemorrhage from esophageal 
varicosities offers a problem that makes one 
scratch his head at times, but ruling out the 
bleeding from gastric pathology of ulcer and 
malignancy, to be explained later, and by the 
physical findings of a hepatic cirrhosis, we have 
fairly convincing evidence as to source of the 
hemorrhage. Differentiation from hemoptysis 
can be made by the absence of the coughing asso- 
ciated with the latter, and the associated lung 
pathology which is usually present. Bleeding 
from carcinoma and syphilis of the esophagus 
must not be overlooked and where the latter is 
suspected a Wassermann test is indicated. Car- 
diospasm, or stricture at the cardiac orifice of 
the stomach can be recognized by passing an 
aspirating tube, and by fluoroscopy findings. 
Regularity of outline of the lower end of the 
esophagus and symmetrical bulging suggests car- 
diospasm in contradistinction to the irregularity 
of outline in disease of the esophagus. 


It has been jokingly said that there are only 
three ways for a fat to reduce, namely, to work 
more, to eat less, or bust. Likewise, in the diag- 
nosis of gastric disorders, there are three things 
to consider: the history of clinical symptoms, 
the physical findings, and the laboratory find- 
ings. Of these the order of importance is vari- 
able in the different disorders; for instance, in 
the .diagnosis of peptic ulcer, the history of a 
localized gastric distress, coming in from one to 
two hours after meals, and the relie afforded 
within fifteen or twenty minutes by the taking 
of food, alkalies, or by aspiration, is very charac- 
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teristic. The periods of quiescence and intervals 
of complete relief from symptoms interpolating 
the recurrent attacks, is an important point in 
the history. The laboratory findings may show a 
high or low gastric acidity. Frequently blood 
found in the gastric contents aids in the diag- 
nosis. A microscopic examination is especially 
important in the search for sarcinae to determine 
the retention of material in the stomach for a 
period of a day or more. This gives an impor- 
tant clue in the obstructive type of ulcer. With 
these diagnostic points the physical findings of a 
localized point of tenderness in the epigastrium 
and not infrequently visible peristaltic waves 
passing from right to left are important. In 
addition to this the fluoroscopic and plate find- 
ings as confirmative evidence make the way 
comparatively easy to a correct diagnosis. 

By the application of similar methods in ma- 
lignant disease of the stomach, we can some- 
times differentiate rather early, a suspected ma- 
lignant growth from other gastric disorders. In 
the gastric ulcer cases there is frequently a his- 
tory of repeated recurrences of the acute or the 
sub-acute gastric indigestion syndrome, whereas, 
in malignant disease, unless preceded by ulcer, 
we have a history of a gradually increasing sever- 
ity of the gastric indigestive syndrome extending 
over a period of some months. 

The field for diagnosis is so vast in gastric 
disorders that only by the combined methods 
can we accumulate the data to make the picture 
which is characteristic of the disease. After all, 
the art of diagnosis may be compared to that of 
painting a picture, because we must have our 
fundamental background and then fit in the con- 
stituent parts. The small points, insignificant as 
they may seem in themselves, may be the impor- 
tant parts needed to complete the symptom com- 
plex. ; 

The important factors in malignant disease 
of the stomach are: the history of anorexia ; 
rapid loss of weight and emaciation; slowly 
developing anemia; the finding of persistent 
blood in small amounts in the stools, in contra- 
distinction to ulcer, where blood is apt to be 
found intermittently ; blood in gastric contents; 
usually absence of free Hel and frequently the 
presence of lactic acid, and of Boas-Opler bacilli. 
These are the important earmarks that are quite 
tnmistakable and should make one suspicious 
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immediately of the nature of the disease. Not 
of lesser importance, too, are the fluoroscopy and 
plate findings, which usually detect the location 
and shape of the defect. We have found in our 
experience that filling defects observed within 
the lumen of the viscus are usually benign, 
whereas the malignant disease is usually observed 
to be existent without the lumen of the viscus. 

The more acute disorders, such as acute gas- 
tritis, membranous gastritis, and acute dilatation 
of the stomach, are recognized by the history of 
the ingestion of toxie or noxious food or liquid, 
and of indiscretions in diet, especially too rapid 
eating or over-loading of the stomach with food. 
In acute gastritis there is usually considerable 
distention of the upper part of the abdomen, 
with nausea and vomiting and a burning sensa- 
tion in the epigastric region. Even prostration 
may occur in the very severe cases. In toxic gas- 
tritis, the history of imbibing corrosive or non- 
corrosive irritants, with symptoms of intense 
epigastric pain, vomiting and retching, shock 
and collapse often leads one to a correct diag- 
nosis. The presence of sloughs of mucosa and 
blood in the vomitus is almost conclusive evi- 
dence. A gastric crisis with or without vomiting 
can usually be detected by the concomitant find- 
ings of spyhilis as well as the positive Wasser- 
mann test. 

We have found in the course of our clinical 
experience that the seat of vague abdominal 
symptoms can more frequently be traced to the 
bowel and bowel pathology than is generally 
recognized, This is especially true in the chronic 
disorders, such as chronic appendicitis, chronic 
enteritis, irritable condition of a bowel, and 
chronic constipation. In the former we have a 
history of recurrent attacks of pain, either diffuse 
over the lower abdomen or localized to the lower 
right quadrant. There may be nausea and vomit- 
ing and a temperature of 99° to 100° F. On 
palpation there is usually slight rigidity of the 
right rectus muscle. The blood may show a 
leucocyte count of 10,000 to 12,000. We must 
always consider a possible kidney pathology with 
symptoms of intermittent colic, but this is 
usually more severe in character. In the differ- 
ent types of chronic enteritis we usually have the 
intestinal indigestion syndrome. 

In a spastic condition of the bowel there is 
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usually a history of chronic constipation, with 
the habitual taking of cathartics, drastics, and 
purgatives, as well as repeated irritant enemas. 
As in gastric diagnosis, the use of fluoroscopy 
and plates aid a great deal in reaching a conclu- 
sion. An enema of barium sulphate suspension 
will give an outline of the bowel and in most 
cases reveal any pathology, such as malignancy 
or diverticulum, that is present. Careful stool 
examinations will often reveal the important 
point in diagnosis. The presence of blood, bacilli, 
or fungus will often solve the problem. The 
importance of finding the tubercle bacillus in the 
stool in cases of tubercular colitis, is an example. 
The presence of amebae in amebic dysentery like- 
wise is diagnostic. 

In the acute forms of intestinal disorders, the 
symptoms are usually more distinct, such as the 
symptom complex in acute appendicitis, in acute 
intestinal obstruction, and acute enteritis. To 
differentiate these sometimes taxes our ingenu- 
ity, but by complete physical and laboratory find- 
ings we can usually reach an accurate diagnosis. 

In reviewing the cardinal diagnostic points of 
some of the more common disorders of the gas- 
tro-intestinal tract, we have endeavored to bring 
out the importance of complete history writing, 
physical examination and laboratory investiga- 
tion, as well as roentgen-ray examination. The 
field of gastro-intestinal disorders is so vast that 
if we can succeed in diagnosing correctly the 
more common ailments, we have traveled a long 


way toward the goal of perfection. 
30 N. Michigan Ave. 





SOME EXPERIENCES IN DEALING IN 


MEDICAL LEGISLATION* 
J. R. Neat, M.D, 


Chairman, Legislative Committee of the Illinois State Medical 
Society 
SPRINGFIELD, ILL. 

It is with some hesitation that I present a 
paper on a subject so thoroughly covered in the 
many previous and excellent discussions that 
have been presented to this conference. 

Here, in illinois, we have been fairly success- 
ful in handling this intricate and interesting 
problem—the medico legislative complex. The 

*Delivered at the annual Conference of Secretaries of 


Constitutent State Medical Associations, Chicago, Nov. 20-21, 
1925, 
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I)linois State Medical Society is composed of the 
various county societies with a governing execu- 
tive body of eleven councilors elected annually 
by the House of Delegates. 


THE ORGANIZATION AND WORK OF THE STATE 
COMMITTEE 


A legislative committee of three members is 
also elected by the society to cooperate with and 
to be advised by the council which plans the legis. 
lative program. 

The work of the legislative committee under 
the guidance and supervision of the council is: 

1. To organize the medical profession for legis- 
lative activity, for the better protection of the 
public health. 

2. To instruct the members chosen on the va- 
rious local committees in all legislative matters 
of interest to the society. 

3. To educate the legislators regarding matters 
concerning the public health and the necessary 
protection of the people of the state in this most 
important subject. 

As each councilor has a certain number of 
counties or districts under his jurisdiction it is 
a comparatively easy matter for him to select a 
legislative committee of local physicians in his 
district. 

The method we follow in any given councilor 
district is as follows: Immediately after the 
election of a member of the legislature the coun- 
cilor selects a committee of physicians who are 
willing workers and who, if possible, reside in the 
same city with the elected member, one of whom 
is always his family physician. Frequently this 
group is augmented as the situation demands in 
any particular district. 

Through the aid of the councilor a question- 
naire is completed by several members of the 
committee relative to the particular legislator 
in that district. This questionnaire asks for the 
name, address, senatorial district, occupation, 
politics, name of political advisor, name of family 
physician, attitude toward medical profession, 
previous legislative record, ete. 

These reports are sent to the chairman of the 
state legislative committee who carefully checks 
and correlates this information; conflicting re- 
ports are reconciled and any missing information 
sought. Occasionally, but not often, de we have 
to change the personnel of the local committze, 
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i there is laxness in cooperating, and resort to 
more willing workers. 

This briefly explains our first problem—that of 
organizat ion. 

Secondly, the schooling of the various local 
groups is assumed by the state legislative com- 
mittee, and an intimate contact is maintained 
throughout the session of the legislature. A 
weekly digest of all bills of interest is sent to each 
local commiteeman so that he may be properly 
informed and can talk intelligently with his 
representative or senator on all medical bills. 

Inasmuch as each member of the general as- 
sembly is elected in his respective district, it is 
from the voters of his district that he looks for 
advice and guidance. 

The chairman of the state committee resides 
in Springfield and maintains an acquaintance 
with all the leading members of the general as- 
wmbly, but does not attempt to influence them 
directly. If he finds their attitude contrary to 
ours he relays this information to the local com- 
mittee, frequently making suggestions as to what 
method would be most acceptable in convincing 
the law-maker that his decision should be altered. 

Legislators are politicians and seek popular 
favor and are ever ready to listen to advice from 
their own voting districts. In a number of in- 
stances when the physicians have been unable to 
onvince the law-maker we have used a commit- 
‘ee of dentists druggists and lawyers to inter- 
‘ene in our behalf, and also frequently resort to 
his banker and religious advisor for a like service, 
because the medical profession does not seek to 
ilter his opinion unless our request is predicated 
in the protection of the public health. 

The local committeemen are given full credit 
lor the voting attitude of the legislator and as- 
sume the responsibility with a fine spirit of co- 
operation. 

We have no large medical lobbies of physicians 
ind in this manner save an immense amount of 
ime and expense to the profession. The work 
‘an be and is done more effectively in the home 
listricts. 

Many legislators honestly believe there is a 
rofessional jealousy held by the medical men 
gainst the cults, and this propaganda is in- 
tilled into them by the cultists in a most effi- 
tient manner, and anything a physician says to 
this type of legislator derogatory to the drugless 
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healer tends to strengthen this belief and many 
votes are cast against us through this error. This 
thought brings up an interesting angle of our 
work in schooling the physician and, that is 
“What not to do.” To illustrate: In the recent 
]}linois assembly a prominent physician was asked 
to write to the three legislators in his district 
opposing a certain bill creating a drugless heal- 
er’s board, the letter commenced as follows: 

“When the tornado last spring devastated 
southern Illinois there was an appeal for phy- 
sicians, but no invitation was extended to the 
pseudoscientific charlatan, the second story 
erafter or the bungling ignoramus known as the 
chiropractor.” 

This is wrong, all wrong, and enhances the 
belief that our legislative opposition to such 
cult measures is based on jealous fear. 

Many osteopaths, chiropractors, naprapaths, 
ete, are law abiding citizens, property owners 
and church members, and such unkind inuendos 
are unnecessary, and devoid of proof. If we 
cannot show the fallacy of their claim for spe- 
cial privilege legislation without delving into 
personalities we are necessarily making our task 
most difficult. 

Group meetings are frequently arranged by 
the councilor, and one of the members of the 
state legislative committee is invited and a full 
discussion is had of any pending legislative prob- 
lem needing attention in that particular district. 

The ILttnots MEDICAL JouRNAL as well as the 
Bulletin of the Chicago Medical Society have 
always cooperated by publishing any material 
suggested by the legislative committee, besides 
the many fine original articles and editorials, 
which not only instruct the individual local com- 
mitteeman, but also keep the entire membership 
informed as to the legislative situation. 

The lay education committee through its won- 
derful work here in Illinois has been most bene- 
ficial in arousing helpful interest throughout the 
state in all matters pertaining to medical legis- 
lation. 

Having our organization completed and _ in- 
structed prior to the convening of the legislature 
we are ready for the more important work-—that 
of instructing the law-maker so that he may 
vote intelligently on the many important medical 
bills which will be considered during the session. 

The last Illinois legislature was composed of 
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153 members in the house and 51 in the senate. 
A summary shows these members by occupation 
as follows: 


HOUSE OF REPRESENTATIVES 


Lawyers Deputy Coroner 
PRUNES Wiiik ceo tel baeue 15 Farming and Federal Farm 
Real Estate and Insurance. .13 Loans 
Insurance Real Estate and Investments 1 
Real Estate Salesman 
Publishers 

Hotel Proprietor 

Iron and Steel 


Linotype Operator 
Grain Merchants Master Painter 
Home Maker 
Merchants 
Farmer and Merchant 
Manufacturers 
Printers 
Teachers 
Auditor and Accountant.... 


Patent Attorney and Man- 
ufacturer 

Paving Inspector 

Physician and Surgeon 

Publisher and Lawyer 

Oil, Gas and Coal Leases, 
and Real Estate 

Restaurant Owner 

Wholesale Hay 

Wholesale Beverage 


Automobiles and Farmer... 
Banker 


SENATE 


ee, te Aree 19 Housewife 
Insurance 
Lumber, Grain and Coal.... 1 


Manufacturers 

Merchants 

Bankers 

Retired 

Accountant 

Automobile Dealer 

Bond Broker 

Builder 

Dealer in Live Stock 
Druggist 

Engineering Contractor 
Farmer 

Farmer and Fruit Grower... 1 
Farmer and Stock Breeder.. 1 


Pharmacist 

Publisher 

Real Estate and Insurance. . 

Secretary 

Superintendent Department 
of Compensation, City of 
Chicago 1 

Teacher 


To rightly inform such a group on the proper 
standards to protect the public health is not all 
too easy, although possible, as has been shown 
by the result of the society’s work in the legis- 
lature. 

Many members serving their first term become 
confused at the great number of bills touching 
on every known subject and naturally cannot 
analyze and decide what is best for the people at 
large unless those interested in any particular 
proposal make an effort to put the facts before 
them in a fair and honest manner. It is there- 
fore necessary to canvass this situation carefully 
and inasmuch as the members of the general 
assembly, as shown by the above summary, are 
business and professional men from every walk 
of life, intelligent information is sought by them ; 
and all too frequently, due to the laxness of those 
interested, do these law-makers err in the proper 
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understanding of some of the many bills that 
are presented. 

When a governor is elected the legislative com. 
mittee asks for an audience, which is always 
granted, and we arrive at the governor’s attitude 
toward the important problem of protecting the 
public health. 

When our present Governor Sinall was first 
elected, he granted the committee a two hour 
conference at the mansion and informed us that 
his father was a physician and that he was in 
full sympathy with the medical profession in its 
endeavor to protect the inhabitants of the state 
of Illinois relative to health matters. Every 
official action of his has proved his sincerity in 
this regard. During the last session a bill passed 
the legislature which gravely interfered with the 
work of the board of health, especially in Chi- 
cago. The ‘medical society’s legislative com- 
mittee, cooperating with the state and _ local 
boards, had an audience with the governor, and 
after seeking the point of view of the medical 
society and others registering a just protest he 
promptly vetoed the bill. This instance merely 
illustrates the advantage of early seeking the 
attitude of the governor relative to health super- 
vision. | 

Harry Eugene Kelly of the Chicago Bar in his 
treatise on “Regulation of Physicians by Law” 
says, “Nearly every member of a legislature 
strives to promote justice, and has constantly in 
mind that worthy ambition. Every member's 
secret purpose is to conduct his legislative busi- 
ness in such a manner as to avoid criticism on 
the ground that his official conduct has been op- 
pressive or otherwise unjust.” 

We find this statement uniformly true, and 
many times during the last session we noted with 
pleasure the changing of the attitude to one more 
favorable to us when the member had been prop- 
erly informed. In fact, this is the function of 
the legislative committee: to correct the evils 
that the proponents for class legislation have 
succeeded in gaining. The following case illus- 
trates : 


A young and capable attorney was elected to 
the house of representatives for the first time last 
year and he was very desirous of fulfilling his 


pledge to his people. When the chiropractor’s 
bill appeared a member of our committee inter 
viewed him and he was avowedly for the bill 
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having carefully investigated the great service 
the chiropractors were doing. He was confident 
that they were only seeking their just rights, and 
he was pledged to support them. Our local com- 
mittee functioned perfectly, giving him a copy, 
marking many passages in Kelly’s “Regulation 
of Physicians by Law,” and in an educative way 
showed him the fallacy of the bill. The result 
was that he made a powerful and able speech on 
the floor of the house against the measure and 
contributed materially to its defeat. 

This, we believe, is constructive legislation. 
Never do we try to use force or political threats. 

We used 300 copies of Mr. Kelly’s book last 
year, obtained at a nominal cost from the Amer- 
ican Medical Association, and succeeded in pre- 
venting forty-nine bills aimed at the medical 
profession from becoming laws. 

We find but in few exceptions that measures 
are not understood by the members of the general 
assembly other than the small group on the 
judiciary committee or other committee to which 
the bills are referred. 

A member of the state medical committee al- 
always appears before the house or senate com- 
mittee to voice protest or approval of all meas- 
ures pending, but he refrains from abuse or 


personalities, aiming fairly to put our opinion in 
the law-maker’s mind, but obviously we are only 
reaching the members of that particular com- 


mittee. We, of course, occasionally resort to 
the able services of Mr. Kelly, our legal advisor 
and author of the Illinois Medical Practice Act, 
when the opposition has learned attorneys appear 
as their speakers before committees. 

In addition a digest of the bill pending is 
drawn up in letter form and sent to each mem- 
ber of the house or senate if the bill is lost by us 
in committee so that all members may know our 
point of view. This plan worked splendidly 
during the last session when the chiropractors 
succeeded in getting their bill out of committee 
by the aid of the speaker of the house, the leader 
of the Democratic faction and the floor leader of 
the Republicans, a most powerful triumvirate to 
battle with. However, by careful organization 
and help from all districts we successfully op- 
posed the bill on the floor of the House, con- 
clusively proving that education of the law-maker 
is more powerful than political favor of the few 
leaders in the assembly. 

In 1923, despite the active endorsement by the 
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Federation of Women’s Clubs and a large lobby 
of cultured and brilliant women storming the 
legislature in one of the largest committee meet- 
ings ever held in the State Capitol, we succeeded 
in defeating the Sheppard-Towner bill by pre- 
venting it from getting the required majority in 
the appropriation committee. 

Our lay education committee has functioned 
so excellently in its organization contacts during 
the last session that the proponents of the Shep- 
pard-Towner decided it was not possible to pass 
a federal maternity bill and did not present it. 

We are indebted to the Monthly Bulletin pub- 
lished by the Federation of State Boards for the 
many fine and up to the minute articles and 
court decisions that greatly aid us in our educa- 
tional campaign in the legislature. 

We resort to the same methods in handling all 
measures relative to state medicine, federal boards 
and subsidies, as well as the ever growing cult- 
ists’ propaganda. 

In conclusion I desire to quote from a recent 
letter received from Dr. Olin West, who writes: 

“As you well know, many physicians feel that 
medical legislation has been over done, while 
another element of the profession is just as thor- 
oughly convinced that our medical societies have 
been derelict in their duty in this particular. 
Then there are those of us who sometimes wonder 
whether our efforts have not been directed in the 
wrong channel, neglecting fundamental matters 
which ought in reason to be shown easily to be 
in the interest of the general public. There can 
be no doubt, I think, that in some instances there 
has been a tendency to narrowness of view which 
has militated against the success of the repre- 
sentative medical profession in its efforts to se- 
cure the enactment of constructive legislation 
designed for popular benefit.” 

Our legislative committee is heartily in ac- 
cord with Dr. West’s point of view, and we are 
attempting to correct our entire legislative ac- 
tivity through our lay education committee, 
because no phase of lay education work is more 
vital to the medical profession than its legis- 
lative contacts. It is hoped that in the further 
development of the educational work,particular 
emphasis may be placed through our divisions of 
publicity and organization contact on reaching 
the legislators before their election. The direct 
contacts are invaluable and should under no cir- 
cumstances be neglected. The indirect contacts— 
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the use of friendly lay persons and organizations 


—can be made of much greater value to the 
organized medical profession than at any time 
during the past. 


DISCUSSION 


Dr. E. J. Goodwin, Missouri: I should like to ask 
Dr. Neal to give us a little of the detail of the or- 
ganization of the lay education committee in Illinois. 
I believe one of our strongest possibilities in con- 
trolling our medical bills and disposing of them as 
we think they should be disposed of ought to come 
through the cooperation of the laymen who are or- 
ganized, from our standpoint, into a body that looks 
forward to the protection of the health of the people, 
without any particular reference to the medical pro- 
fession or any of the cults. 

I have watched, as closely as I could, the Amer- 
ican Association for the Advancement of Medicine 
(that is not the real name, but it is the association 
that was organized in New York), which is endeavor- 
ing to organze and has in mind the organizing of state 
branches. I should like to know if any of you have 
followed that up. 

Dr. Neal’s paper is a most excellent description of 
the legislative work of a medical organization. All 
ef us have followed some of his plans. As far as 
I know, we have not reached the extent of his activi- 
ties. I should like to know a little about how to get 
this lay organization to cooperate with the medical 
profession. 

Dr. Harold M. Camp, Illinois: Dr. Neal is one 
of the institutions that the Illinois State Medical 
Society has reason to be proud of. One of the most 
valuable things he does, I think, is to issue a weekly 
bulletin which is circulated throughout the state among 
the county societies—the officers and those interested 
in this phase of the work. Dr. Neal places their 
names on his mailing list, and they receive the bul- 
letin weekly. It contains a synopsis of the bills which 
have been introduced and comments by Dr. Neal 
relative to them. 

Dr. Neal’s work has been largely a one-man job. 
He refers very graciously to his committee, but I 
assure you that Dr. Neal has done the work. 

I think one of the best phases of his work is the 
fact that the attitude of the legislators toward him 
is different from their attitude toward the representa- 
tives of other organizations. We have talked to a 
number of legislators, and not one of them considers 
Dr. Neal a lobbyist. His methods are different from 
those of others. He never is antagonistic in his work; 
he never argues, and if he cannot convince a legis- 
lator in an ordinary tone, he lets him alone or goes 
after him through the family physician or through 
some other source. 

Because of the efforts of Dr. Neal’s committee, not 
one measure was passed at our last session of the 
legislature of Illinois that our society disapproved. I 
think that is a record which in all probability never 
has been equaled in the country, at least not to our 
knowledge. 
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Dr. W. G. Ricker, Vermont: I just want to ask 
Dr. Neal how many medical men are members of 
the legislature and what influence he finds they are 
able to exert on the members of the legislature. 

Dr. John B. Morrison, New Jersey: I should like 
to stress two points that Dr. Neal has brought up. 
One is the care and coolness with which we should 
enter into the discussions and controversies with the 
cults relative to medical practice acts or their amend- 
ment. We have been shown here the fallacy of heated 
arguments. It is patent to all of us that it is lost 
time and lost effort and has only reacted on ourselves 
when we have entered into such discussions. 

In all our correspondence and literature and in our 
hearings before the legislature, we should impress on 
the legislature and the cultists that the medical prac- 
tice act and the amendments involved are passed by 
the state legislature, not by the physicians; they are 
passed in the interest of the public health, not in the 
interest of the physician, and if that stand is taken 
it robs the cults of a great deal of their argument 
in the beginning. 

I want to stress also the fact that so much use is 
being made here in the conferences of the Kelly article 
on the regulation of the physician by law. I believe 
that that brochure should be a book of common prayer, 
so to speak, in every state society for the next three 
or four years. 

Dr. Earl Whedon, Wyoming: I want to thank the 
gentleman for sending these weekly bulletins to the 
state secretaries. I have found them so valuable that 
I have had my stenographer make copies and send 
one each week to our legislative committee while our 
legislature was in session and even before it was in 
session. We also supplied every legislator with copies 
under personal letter, and got acknowledgment from 
each one, of the Kelly bulletin. I believe it did more 
in our legislature than anything we ever have done 
before. 

We find that it is very good policy to have two or 
three doctors go to the legislature. We have the first 
woman governor the country has seen. Her husband 
was a man who cooperated splendidly with the medical 
profession, and we have had the same experience wir 
her. Don’t be afraid of the ladies. 

Dr. A. T. McCormack, Kentucky: I listened to 
Dr. Neal’s paper with the greatest interest. We have 
been very fortunate in carrying on just such work 
as Dr. Neal has recommended. We have done this 
since 1882, and I can assure you that just such an 
organization as he has suggested is effective. We 
never have had a ‘bill pass our legislature that was 
opposed by the medical association of the state of 
Kentucky. We have not passed all the legislation that 
we wanted at the particular time we wanted it, but 
we have always passed it eventually. 

There are two things we have done that I think 
are of particular interest in this connection. We 
lave organized a Kentucky Public Health Association, 
an organization that has no dues and has no income, 
but it consists of all the organizations in Kentucky 
that have any interest in public health. That includes 
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the State Bar Association, the Federation of Women’s 
Clubs, the League of Women Voters, the Federation 
of Labor and every other organization that has any 
interest in public health, and according to our ideas 
in Kentucky every organization has such an interest. 
Representatives of the large church organizations and 
the presidents and secretaries of each of these organ- 
izations are members of the board of directors and 
receive the bulletin regularly. The bulletin is similar 
to the one Dr. Neal has suggested. In their resolu- 
tions presented each year they support us actively in 
our work, and when legislative action is up they exert 
a very powerful influence. Letters are sent from the 
Kentucky Public Health Association, which functions 
for that particular purpose and is extremely effective. 

Our State Conference of Social Work, of which 
I happened to be the president for a number of years, 
functions along the same lines, and analyzes all legis- 
lation. The legislative committee, consisting entirely 
of laymen, sends each legislator the analysis of any 
proposed legislation that comes from them, quite ef- 
fectively backing up the thing that we are saying our- 
selves on the side lines. 

The important thing, of course, is first to be right 
and be working on the right principles, and then when 
you are doing that there is comparatively little diffi- 
culty in getting members of the legislature or any- 
body else to support you.. 

The only difficulty we have is that sometimes while 
our principle has been correct we have been so un- 
fortunate in expressing it that we have created the 
impression that we were selfish in our attitude instead 
of the impression that Dr. Neal so beautifully brought 
out, that we are working for the benefit of the entire 
people, and whenever we can convince the legislators 
of that fact we have no difficulty in securing their sup- 
port, and particularly in securing it in the field of 
adverse legislation. 

In the last legislature of Kentucky, the powerful, 
controlling influences that the doctor refers to, in- 
cluding our governor, were determined to take over 
our state health work as a political asset, and in spite 
of the organization, with every part of the organiza- 
tion working against us, with committees that were 
unanimous in their adverse reports, they didn’t get 
enough votes when it came on the floor of the house 
te hardly be worth recording in either the house or 
the senate. Just the sort of effective work that Dr. 
Neal is referring to does the job. 

I look forward with a great deal of interest to 
seeing his excellent paper published in the Bulletin 
so that it may be in the hands of all the officers of 
the county societies as early as possible, because it 
will reinforce the things we are already doing well 
and will give valuable addition to our armamentarium, 
and in other states it will lay the plan for presenting 
a plan or organization which will help them to 
move forward in the great work we are all undertak- 
ing. 

Dr. C. A. Ray, West Virginia: Taking advantage 
of the chairman’s invitation to the new members, I 
Want to express my appreciation of Dr. Neal’s paper. 
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Having been chairman of the committee on public 
policy and legislation in our state for a number of 
years, I appreciate the good points in his article. 

In West Virginia our troubles have been that in 
the legislature there are too many politicians. I must 
acknowledge that the doctors have been too much in 
the position of fighters on the offensive. Up to the 
last session of the legislature we have succeeded in 
defeating the cult bills, but notwithstanding all of our 
efforts and all of our fighting qualities, the last ses- 
sion, I am sorry to say, put two members of the chiro- 


practors on our public health council, however, with 


some restrictions as to their duties. 

In view of this fact, we have changed our attitude 
toward the public. At our last state association meet- 
ing, we organized what we call a professional relations 
committee. This committee selected from the physi- 
cians of the state fifty-two doctors who will prepare 
articles to be published in the newspapers of the 
state, one each week, couched in such language as 
the public may understand thoroughly, and considering 
such questions as they should know. For instance, 
one man writes an article on heart disease, another 
on kidney disease, another on arteriosclerosis or high 
blood pressure, and we are fortunate enough to have 
a practical newspaper man as our executive secretary. 
Our plan is to have one of those articles published in 
every newspaper in the state each Sunday in the year. 
In that way we will educate the public instead of 
fight the politicians. 

Dr. J. E. Jennings, Brooklyn, N. Y.: I enjoyed 
hearing Dr. Neal’s paper very much indeed. I think 
a lot of his things ought to go far and wide over the 
country. I am firmly convinced, indeed, that the way 
of attacking illegitimate and improper care of the 
sick is not by any direct villification of the chiro- 
practor or any other cult. Only, in the first place, 
by persuading the profession itself and, in the second 
place, by persuading the great lay public interested 
in welfare work that medical legislation as offered by 
the profession is for altruistic purposes, can we hope 
to succeed. 

In the state of New York, a bureau has been main- 
tained for some time (and I hope will be continued), 
devoted to that purpose. It is devoted, in the first 
place, to the education of the physician, which needs 
to be carried on much more extensively than at present, 
and also to the education of the public. 

This year the House of Delegates in the state of 
New York passed a resolution ordering the appoint- 
ment of a committee to prepare a medical practice 
act to be offered as the profession’s own contribution, 
in such a form as might be considered necessary. Such 
an act was prepared and is now under consideration. 
The legislature does not convene until January 1, but 
such a bill, it is the hope of the committee who framed 
it, will present on its surface a direct attempt on 
the part of the profession to protect the public by 
simple measures of limiting practice to those prepared 
for it and, in the second place, attempting to govern 
the profession itself by ordering the appointment of 
a commissien of medical men to carry on proper 





240 ILLINOIS MEDICAL JOURNAL 


discipline of those who, under the cloak of legality, 
are preying on the public. 

President-Elect Wendell C. Phillips, New York: I 
ought to say that Dr. Jennings’ modesty prevented his 
saying that he is the chairman of the committee whose 
work he has been describing. We have great hopes 
for the future in the improvement which we believe 
we are inaugurating in relation to the questions of 
medical legislation in our state. 

Dr. Henry O. Reik, New Jersey: I am to express 
my appreciation of the paper that Dr. Neal presented 
to us, and to say that we have been following pretty 
much the same plan in the state of New Jersey. Sev- 
eral points that he mentioned we have found of excep- 
tional value in dealing with the legislature, especially 
of last year, in getting at the family physician of each 
member of the legislature and having him see the 
member and explain the facts concerning the bill 
that we either favored or proposed. 

We also found it of very great advantage to have 
a member of the profession in the senate. One of 
the state senators was a member of the medical pr 
fession, and he was able to help us very materially. 

We also can say that while we did not succeed in 
getting through all the legislation that we wanted, 
we were able to prevent the passage of any legislation 
that the medical profession had decided was objec- 
tionable, because inimical to the public welfare. 

With regard to the matter of publicity, we are 
carrying on a campaign at the present time which 
may be of some interest to you. The executive officer 
has arranged with one of the radio stations to broad- 
cast once a week a ten minute talk on keeping well. 
That is a broad title and enables him to talk on almost 
any subject. Up to the present time we have been 
preaching the doctrine of the periodic health examina- 
tion mainly, but we are utilizing it at the same time 
for demonstrating the relationship which ought to exist 
between the state medical society and the public. 

At the same time that these talks are prepared for 
the broadcasting station they are mimeographed and 
sent to all the newspapers in the state, and we have 
been very much pleased: to observe that the most in- 
fluential papers of the state and a large percentage 
of all the papers of the state have published those dis- 
courses in complete form. 

Dr. B. L. Bryant, Maine: I have listened with a 
great deal of interest to Dr. Neal’s paper, but I don’t 
believe any of you have put enough emphasis on 
the matter of electing to your legislatures your pro- 
fessional men. We have been going through the 
same fight year in and year out, and we have usually 
come out half successful, but nine times out of ten 
we have been licked in our legislative work. This 
year we have succeeded in electing to the legislature 
about seven good men from the association. The 
committee dealing with public relations and legisla- 
tion went down to the legislature and organized those 
seven men. The result of their activities in a quiet 
way in the legislature was that no bills were presented, 
anc it cost us, I believe, about $5 for legislative ac- 
tivities. I think we got a bill for $5 for a stenog- 
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rapher. There were absolutely no bills in, because 
they were able to go to the source, to the men who 
were running against us, and convince them then and 
there that they should not put in those bills. 

Dr. C. M. Yater, New Mexico: I wouldn’t pre- 
sume to offer any advice whatever in medical legis- 
lation. I came here to get some points in that line 
mainly. However, I should like to detail a little ex- 
perience that we had, to show you what we are up 
against in New Mexico. We are unfortunate, there, 
in the fact that we have three medical boards. We 
have one that is supposed to and does regulate the 
regular profession. There is a chiropractic board and 
an osteopathic board. Our endeavor during the last 
three terms of the legislature has been to combine 
them all in one board. We have been unable to do 
it so far. 

One step that we undertook at our last assembly 
was that the profession over the state should en- 
deavor to get in touch with every candidate of either 
branch of the legislature and try to secure his support 
whatever measure we proposed for the protection of 
the public. We did that in Roswell. It was not car- 
ried out all over the state, however. Our state is 
very sparsely settled. There are about 300 doctors 
in the state. At Roswell our local society invited 
every candidate to hear a statement as to what we 
wanted to present before the legislature at the next 
session, and every one pledged himself that he would 
support what we proposed. When they got over to 
Santa Fe to the session of the legislature, one of the 
men that we had elected to the lower house was ap- 
pointed chairman of the judiciary committee, to which 
committee our medical bill was referred. We asked 
this man, who was the chairman of the judiciary com- 
mittee, to introduce the bill. He had promised to 
do so and did do it; he introduced the bill, but he 
wrote right under it, “By request.” He might as 
well not have introduced it at all. 

One of the other men elected to the senate had a 
slight spell of asthma while he was over there and 
had a chiropractor treat him. That is what we are 
up against in New Mexico. 

I will take great pleasure, when the Bulletin comes 
out with Dr. Neal’s paper in it, in bringing that 
before our local society and also before our state 
society, which meets in Albuquerque. 

I should like to ask Dr. Neal if he favors a com- 
posite board to include osteopaths and chiropractors 
with the regular medical board. 

Dr. R. B. Adams, Nebraska: I should like to ask 
that Dr. Neal give us some of the details of how 
he gets the lay part of his organization going. That 
request has been made already, but I am anxious to 
get the information, and I repeat it. I have been 
trying for three or four years in Nebraska to get 
that, and I don’t get it. There was no proposed 
legislation against us in Nebraska last year, but we 
didn’t get anything constructive. 

Dr. L. B. McBrayer, North Carolina: I thought 
for a long time that I was going to be the only 
one in this house to get up and confess that our 
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state is not functioning 100 per cent. on this subject. 
I am mighty glad, and sorry, too, that I have com- 
pany as we get farther along the line. 

There is one point that has been mentioned that 
I thought I ought to mention again. It is with respect 
to the experience in our state in regard to medical 
men serving in the legislature. The men we want 
to go to the legislature in our state won’t go. I am 
talking about the doctors. Those we have there do 
us more harm than good. That has been our experi- 
ence, with one exception. We did have a doctor in 
the senate and one in the house that functioned 100 
per cent. We have been better off in the legislature 
since they went, but prior to that time we were 
afraid for a certain doctor that was in the legislature 
to be chairman of even the committee on health. The 
speaker of the house, a short time ago when he was 
conferred with, said that he had promised that man 
to make him chairman of the committee on health. 
He said: “But I'll tell you what I'll do. I'll see 
that he won’t do you any harm. I'll put plenty of 
laymen on there to take care of him.” And he did. 

Dr. J. R. Neal, Springfield, Ill.: Later on during 
this conference it is going to be possible to have the 
chairman of our lay education committee tell you of 
the wonderful work that that committee is doing, and 
I think it would be very much better if it came from 
the chairman of that committee. When I speak of 
the chairman of that committee, remember that the 
business and professional world, as well as the polit- 
ical world, is changing at times, and we are sur- 
prised often to find who the chairmen of certain com- 
mittees may be. I am connected with an insurance 
committee that had a claim adjuster who always signed 
the name “B. Hanchy.” Several years ago there was 
a claim rejected by our company signed by “B. 
Hanchy,” and we received a letter from the man 
whose claim was rejected, saying that the first time 
he was in Springfield he was going to come up and 
knock the blankety-blank head off of Mr. Hanchy. Mr. 
Hanchy happened to be a very beautiful young lady 
who chose to sign her name “B. Hanchy.” When the 
chairman of our lay education committee is introduced 
(she always signs her name “B. C. Keller”), please 
don’t expect to see a six foot man, but a very charmnig 
young lady. 

Dr. Ricker asks as to the number of physicians we 
have in the legislature, or did have. We had two 
during the last session, one in the senate and one in 
the house. They both did excellent work. Unless you 
can get the type of physician who truly represents 
organized scientific medicine to go to your legislature, 
you had better not get merely the man who holds a 
medical degree and is trying to sell that in a commer- 
cial, political way. 

In reference to the inquiries about family physicians 
being used in the local district, that is exactly our 
idea, and we use it because we hope the family 
Physician can and will convince the legislator that 
we have no selfish purpose to serve. However, I 
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have found through bitter experience in some districts 
that the family physician is not overly tactful at 
times with the legislators with whom he should be in 
close contact. We have learned that it is better 
not to have the family physician chairman of the com- 
mittee because, after all, legislators are fair and hon- 
est, and when they hear the osteopath story, the chiro- 
practic story, and the other stories, they are led to 
believe, on account of the great numbers of testi- 
monials that they get, that there is something more to 
those things than we will admit, and therefore he 
is reticent about talking to his family physician if he 
is chairman of our committee, for doctors are equally 
earnest in their desire to show him that it is lack of 
education, etc. 

We find that the family physican sometimes is re- 
sorted to in the last hope. We hold him back as a 
sort of neutral mind. We find that just at the crucial 
moment a telegram from him coming into the legis- 
lature at the time a bill is pending (and probably 
I have something to do in letting him know just 
when the crucial time is) in more than one instance 
has influenced the legislator who was going to vote 
for a particular measure which we did not approve. 

We have found that the family physician is a great 
help, but he can also be overrated, because he has a 
professional duty and he sometimes inadvertently 
promises us that he will do more than he is able 
to do, and have a false sense of security when we 
have only the family physician’s word that he will 
see that Representative So-and-So votes right. After 
the vote is recorded it is too late for excuses. 

In Illinois, fortunately, we have but one examin- 
ing board. Our law, which we passed in 1923, has 
no reference to boards at all. That is taken care of 
by what is known as the Civil Administrative Code, 
in which the director of registration and education is 
authorized to maintain examining boards for the dif- 
ferent professions and trades that are to be licensed. 
I think there are something like seventeen boards, 
but there is only one medical board. However, this 
code does authorize him to add any member of a 
particular cult necessary to examine that man. So 
the medical board composed of five physicians gives 
the basic examination; then there is an osteopath 
attached to the board who gives the osteopathic ex- 
amination; there is a chiropractor who gives the chiro- 
practic examination, etc., and the medical men give 
all the other examinations. 

We are fighting for the single board proposition in 
every legislature. At one time during the last legis- 
lature there were thirteen bills aimed at the enlarge- 
ment of this board to take in the cults in greater pro- 
portion and to make chiropractic as well as osteopathic 
boards. 

The question regarding our education is so impor- 
tant and can be told so much better by Miss Keller 
that I am going to ask your indulgence until some 
later time in the conference when she may speak. 

I will give just one illustration as to how we gained 
at the last minute, you might say, a change in the 
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complexion of a situation that looked alarming to us, 
and, incidentally, to show you how well our educa- 
tional committee functions at times. This story just 
came to me yesterday. 

Miss Keller happened to be down in the southern 
part of the state at a meeting where a legislator spoke. 
He was speaking to a group of doctors. He was 
speaking in a highly complimentary way because he 
himself had a good record and had helped physicians 
during the last two sessions. However, he derided 
the physicians for not having a greater representation 
at Springfield. He went on to say that it was on the 
shoulders of practically one man up there, and I 
have no doubt that a good many of the physicians in 
the room thought that was an error. The truth is 
that that idea was just diametrically opposite ours. 
That is what we are trying to work this state-wide 
organization for; we do not want to have a large 
lobby. The fact is that the lobbyists don’t know 
how to behave when they get to Springfield. 

*Two years ago we had a lobby come in on us 
They were eighteen very clean and 
fine-minded physicians who had paid their own ex- 
penses to come to Springfield. They walked into my 
office unannounced and said they had come to change 
the situation and give me some help. I took them 
over to the state house, and I was very much interested 
te know how it was going to be done. I came to 
find out that they had not set their plans, they had 
no program, they didn’t know themselves what they 
were going to do. They got to the front door of the 
senate and started in and were ejected because they 
didn’t allow visitors on that floor. They were told 
to go to the balcony. In the goodness of my heart 
I showed them the passages through which some of 
the chosen few could get in, so we did get on the 


unannounced. 


floor of the senate. 

Then they called their senator out and started to 
talk excitedly to him about a certain bill, He knew 
nothing about the bill at all. He had not been on the 
committee considering the bill. He saw the situation 
at a glance. He said: “I am absolutely for you 
men 100 per cent., and I will see that that thing 
doesn’t get any further.” They went back satisfied 
that they had done a good day’s work. Later, when 
the bill came up, the senator boldfacedly voted “aye” 
on the bill. 

That is misdirected effort. 


These physicians can’t 
do good in large bodies unless they are extraordinarily 
well versed in what they are going to do. We see as 
high as 3,000 come in a lobby to Springfield on hard 


roads. We don't believe in big lobbies. We think 
the work should be done back home. 

At this particular meeting, after the representative 
had spoken of the laxness on the part of the physicians 
on these lobbies, Miss Keller arose and told him that 
was exactly what we were trying not to do; we can’t 
worry legislators in the legislative halls with large 
lobbies and immense bundles of mail from grateful 
patients, 
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Our educational work is twofold; we have to edy- 
cate our physicians as well as the legislators. 

My idea of medical legislation is that it is only 
a means to an end. I disagree, I am sorry to say, 
with the suggestion made by several of the very able 
men who have given it a great deal of thought, 
about electing the physician to the legislature for the 
purpose of preventing bills of this sort. I feel that 
that is a weakness on-our part. If we have to enter 
the political field and take the time of men who are 
capable physicians to serve in the legislative halls in 
order to stop a thing which is inimical to the public 
health, we are on the wrong track. However, that is 
a personal feeling. I am not trying to influence you; 
it is just my belief that that is not the way to arrive 
at this situation. 

We are placing our entire faith in our method, 
and the Illinois State Medical Society has backed it 
up financially. We have raised our dues $3 just 
for defraying the expenses of the educational work 
that we expect to put on. We have had a taste of it; 
we know it is excellent, we know it will bring results; 
and I find no one more ready to listen to an unbiased 
lay opinion than the average legislator. 

We find that the average legislator wants the truth, 
and if we stand around and merely let him feel that 
we don’t want that legislation, we don’t want the 
Sheppard-Towner, we don’t want the state control 
of medical centers, and those things, and if we make 
those assertions without going to him and reasoning 
them out with him, without showing him which is 
the best for the people, we will always be seeking 
a solution and never obtaining the results we hope to 
get in our work. 

I find most of the legislators are very reasonable 
to work with. Some of them have locked minds 
against us and use the silliest sort of excuses for not 
going along with a doctors’ program. I have always 
attempted to show them it is not a doctors’ program, 
that we are merely trying to do this for the best 
interests of all. 

So far we have been successful. We hope, of course, 
to be more successful as soon as we are able to get 
in contact with the lay organizations and stop propa- 
ganda for the cults. ; 

There are many misdirected people. Two prominent 
bankers in Springfield, Ill., came to a member of the 
legislature and implored him to vote for a certain 
chiropractic measure merely because one of the chiro- 
practors was a tenant in the bank building and the 
other a depositor. Neither of them ever used a 
chiropractor or had ever had one of them in his 
home. They didn’t see that they were asking their 
legislator to license a man with educational qualifica- 
tions that were insufficient. After all, I think it is 
a matter of education, and I do not feel that the 
solution is going to come by attempting to get physt- 
cians to go into the legislative halls so that they might 
be in the majority or that their influence would be 


appreciated.—A. M. A. Bulletin. 
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FOREIGN BODIES IN AIR AND FOOD 
PASSAGES; WITH SPECIAL REFER- 
ENCE TO THOSE NOT CASTING 
X-RAY SHADOWS 


E. Lee Myers, M.D. 
ST. LOUIS, MO 


Foreign bodies in the air and food passages 
which show in the x-ray make the diagnosis very 
easy; however, when an intruder is of such char- 
acter that the x-ray penetrates and does not show 
a shadow difficulties are encountered which are 
apt to delude the practitioner, should he rely too 
much upon the x-ray. 

This is especially so of vegetables, such as the 
peanut, watermelon seed, potato, bean, pea, corn, 
ete. The same may be said of chicken bones, fish 
bones and the like. 

Vegetable substances when aspirated into the 
respiratory tract are unusually dangerous to 
health, for the reason that the bronchial mucosa 
is not tolerant to foreign proteins, peanut and 
watermelon seed being the most virulent, because 
of their causing an exudate in the larynx, trachea 
and bronchi which associated with great prostra- 
tion, toxemia and dyspnea occasionally are mis- 
diagnosed as bronchitis, pneumonia, etc. 

Initial Symptoms: Choking and gagging, 
while expected, do not always occur, but on close 
questioning the illness may be traced to laugh- 
ing, crying or talking while eating or holding 
something in the mouth. 

Physical Signs: Invariably the smallest for- 
eign body in the lung will cause diminished ex- 
pansion on the invaded side. This is so, even 
to the smallest pin or needle. Hence the first 
sign to look for is lagging inspiration. Distant 
breath sounds on one side are heard, whilst 
posteriorly a few rales are heard. The opposite 
side usually will show some wetness because the 
exudate flows over into the uninvaded lung. 

The physical signs above mentioned are some- 
times accompanied with paroxysms of coughing 
with dyspneie spells. The occasional wheeze, or 
a distinct thud or slap occurring during the 
cough, is followed by a quiet spell. The child at 
this stage heing exhausted from the strenuous 
respiration caused by the bobbing to and fro of 
the foreign body. 

On percussion there may be a slight tympany 
or hyperresonance over the area from which dis- 
tant breath sounds are obtained. What is reason- 
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able to assume here? A foreign body has plugged 
up the air-way. 

At about this time should an x-ray or fluoro- 
scopic examination be made, a rather unusual 
phenomenon is seen. 

At the end of expiration, one side of the chest 
seems to be more airy than usual. The diaphragm 
on that side is flattened and the organs in the 
mediastinum make an excursion to the opposite 
side. 

Compare this picture with one made on full 
inspiration. The diaphragm on both sides make 
an equal excursion, the mediastinal organs 
(heart, aorta, veins) come into the middle line, 
and there is little difference in density between 
the two lungs. 

The mechanical explanation is that air on in- 
spiration passes the foreign body, and the lungs 
inflate normally, but on expiration, the foreign 
body acts as a ball valve, and consequently the 
air is imprisoned, which causes the diaphragm to 
go downward, the mediastinal organs to be 
pushed to the opposite side, and the lung on 
which diaphragmatic flattening is noticed, be- 
comes emphysematous, and shows up on the 
plate as being apparently normal. Errors are 
made by assuming that the opposite lung is the 
invaded one because of this unusual airiness. 

This phenomenon was first demonstrated by 
Iglauer of Cincinnati, and later collaborated 
upon by Manges of Philadelphia, who claims it 
is a most valuable sign in so-called negative 
x-ray foreign body work, 

A foreign body which straddles the trachea 
may cause the same condition, but in both lungs, 
i. e., air getting in, but hard of egress. Manges 
cites several such cases in the Jackson clinic. 

Case 1. Young baby with history of aspirating pea- 
nut. X-ray as seen in Fig. 1 shows an unusual airiness 


on right side. Peanut found on right side by Dr. Geo. 
E. Hourn and Dr. R. J. Payne. Within twelve hours 
the usual tracheotomy was necessary to drain the thick 
pinkish exudate which occurs in the lung in the 
presence of such irritants as the peanut protein. Re- 
covery. 

Case 2. Young child, Dr. U. S. I. Short’s case, 
started coughing immediately while eating peanuts. 
Six physicians disregarded mother’s statement that 
iliness followed eating peanuts. After an interval of 
eight weeks, the peanut was found by bronchoscopy, 
but toxemia with lung suppuration thwarted the efforts 
of the attending physicians. Diagnosed prior to 
bronchoscopy as bronchitis, pneumonia. 


Case 3. Young child 12 mos. History of aspirating — 
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Fig. 1. Iglauer-Manges sign. Peanut case. Drs. 
Payne and Hourn. Seen in consultation. X-ray taken 
at end of expiration. Notice flattening of diaphragm; 
airiness of same side; mediastinal organs (heart 
aorta, veins) pushed aside. 


Toxemia had already developed when bean was 
Removal encouraged normal respiratory 
Child’s symptom overwhelmed with poison; 


bean. 
removed. 
functions. 
death. 

Case 4. Corn in lung 3 year old child. 
wheezes heard on expiration, accompanied with a thud 
and slap, followed by a quiet spell. Considerable ex- 
haustion being present. Grain of corn removed by 
bronchoscopy, no tracheotomy necessary after removal. 
(Fig. 5 in group.) 

Case 5. Soup bone in lung of elderly woman, had 
caused no coughing spells, and practically no untoward 
symptoms. An unusual emphysema showed up laterally 
in the x-ray. (Fig. 1—Group.) 

Examination by an internist, Dr. Solon Cameron, 
reported a lagging of the left chest on inspiration and 
some rales posteriorly, and hyperresonance on the lat- 
eral side of chest. Bone removed by bronchoscopy, 
complete recovery. Lung suppuration had not begun. 


Occasional 


OESOPHAGEAL FOREIGN BODIES 

When foreign bodies such as the chicken bone 
and fish bone are swallowed, their consistence 
being cartilaginous, the x-ray is usually negative. 
Because of their pointed edges they are dan- 
gerous if they remain too long in the same posi- 
tion. The esophagus is unusually intolerant and 
perforations are easily made. Abscess of the 
reck, empyema, pneumonia, mediastinal abscess 
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are frequent complications from pointed foreign 
bodies. 

Several diagnostic signs may be of some help 
in these sort of cases. Patterson’s capsule con- 
taining bismuth in some form will occasionally 
hesitate long enough to cast suspicion even 
though the capsule does not dissolve and coat the 
intruder. Tucker makes use of the laryngeal 
box or tracheal tube as a test. The patient is 
asked to point towards the spot he feels the for- 
eign body, the larynx or trachea is then moved 
towards his finger. If on swallowing the discom- 
fort or pain is increased it is reasonable to assume 
that the intruder is there. 

Another sign may prove helpful: Having the 
patient swallow a bismuth meal, occasionally 
under the fluoroscope the foreign body may be 
coated for a few moments while the meal is 
descending. 

In a general way no instrument should be in- 
serted into the food passages with which direct 
examination is impossible. This applies espe- 
cially to the bristle probang, coin catcher, stom- 
ach tube, buggy whip, etc. 

A word might be said as to the use of emeties. 
No one denies that occasionally a case comes to 


a successful ending by means other than those 


No. 2. Atypical Iglauer-Manges sign. Beef bone 
in the left bronchus. Notice lateral airiness of left 
side. The bone was found in left main stem bronchus. 
Partially stopping up upper lobe division. This explains 
unusual emphysema. 
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No. 3. Pork chop bone in esophagus. Shown by 
barium soaked pledget gauze. (Dr. Ellen Patterson’s 
capsule test. Modification by W. Frank Wilson.) Al- 
though foreign body was just between pledget and 
gauze as seen in x-ray it was negative to numerous 
x-rays and fluoroscopies-esophageal perforation. Re- 
moval of bone by bronchoscopy; recovery. 
involving the more precise methods, but as 
methods of precision are now almost 99 per cent 
safe in trained hands it is hazardous to recom- 
mend other means. 

Perforations of the esophagus are apt to occur 
even when no instrumentation is done. The fol- 
lowing symptoms are indicative of such misfor- 
tune : 

SYMPTOMS OF PERFORATION OF ESOPHAGUS 

1. Patient appears very ill, may evidence 
some shock. 

2, Head and neck held in a fixed position to 
relax muscles, 

3. Severe pain and marked tenderness at site 
of perforation, aggravated by attempts to swal- 
low. 

4. Swelling in the tissues surrounding the 
food passages, may be due to cellulitis, abscess 
or emphysema. 

5. In using the x-ray sometimes the bismuth 
meal can be seen going outside the esophageal 
walls, 

INDICATIONS FOR EXTERNAL OPERATION 
(ESOPHAGOTOMY ) 

Continuous fever, pain, tenderness, infectious 
swelling, associated with progressive anemia and 
occasional hemorrhages point with suspicion to a 
foreign body dangerously retained. If coughing 
is present, with vomiting a communication be- 
tween the esophagus and trachea is possible. The 
bismuth meal will help to rule this out. Foul 
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smelling breath may be indicative of sloughing 
esophageal tissues, etc. 

Case 5. Young boy 15 insisted upon “something 
being in throat.” X-ray negative. Removal by esopha- 
goscopy of chicken bone as seen in No. 3 (group). 

Case 6. Woman 40 years. Three esophagoscopies 
failed to show foreign body (No. 2 group picture). 
Removed fourth tubing. Recovery. 

Case 7%. Beef bone, impossible to remove without 
damage to esophagus. While awaiting a special dilat- 
ing instrument patient developed an emphysema of 
neck which did not terminate fatally, which is rather 
unusual, as this sign means perforation. Bone not 
passed, probably dissolved in stomach. 


CONCLUSIONS 


1. Negative x-rays when associated with a 
history of something being aspirated or swal- 
lowed, especially in the presence of physical dis- 
turbance indicate the proper use of the broncho- 
scope or esophagoscope. 

2. A chest examination, properly made, will 
correlate in the successful diagnosis of negative 
x-ray foreign bodies. 

3. Too hasty diagnosis of purulent bronchitis, 
pneumonia, edema of lungs, etc., should not be 
made. Even failure to find foreign body does 
not preclude the fact that one does not exist 
hidden. 

4. Persistent discomfort on swallowing, asso- 
ciated with declined physical powers is suspi- 
cious of retained esophageal foreign body. 

5. Anterior-posterior pictures for esophageal 
foreign bodies, are apt to hide the foreign body, 
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No. 1. Seen as reported in cut 2 shows atypical 
Iglauer-Manges sign. 

No. 2. Esophageal foreign body not seen in x-ray. 

No. 3. Esophageal foreign body not seen in x-ray. 

No. 4. Open safety pin in right lung. Removal 
by bronchoscopy. X-ray positive. ‘ 

No. 5. Grain of corn in right lung. X-ray negative. 

No. 6. X-ray positive. 

No. 7. Fish hook. Removed from esophagus. 
patient of Dr. A. Darling. 
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because of density of vertebral column. Quar- 
tering of the lateral position will help materially 
in bringing out an otherwise negative foreign 
body. Wall Building. 
THE DAILY HOSPITAL CLINIC FOR 
PRIVATE PATIENTS* 


Emmet Keattna, M. D., 
CHICAGO 





A long-standing belief in the value, to physi- 
cians and their patients, of a clinic in every hos- 
pital, for pay as well as for charity patients, 
prompted me to urge such a measure to the staff 
of the Norwegian-American Hospital, in 1920. 
A clinic where no physician in good standing 
would be barred from presenting his patients, but 
would be urged to do so. That clinic was estab- 
lished and is a success. It is held daily from 
11:00 a. m. to 12:00 o’clock, noon. There is 
nothing compulsory about the attendance, which 
ranges from a half dozen physicians to thirty or 
more. It was established as a necessity for the 
improvement of physicians in the type of service 
they are able to render their patients ; for special- 
ists as well as for general practitioners. 

For years, the general practitioner, in the 


papers and discussions of medical and surgical 
gatherings, has been accused, berated and im- 
plored. He has not raised a voice either in agree- 


ment or protest. Why? He has never had an 
opportunity. He has not been considered worthy 
of a place on any of the programs. The special- 
ists have monopolized the field. They are or- 
ganized and have something definite to say. The 
general practitioners are not organized and, if 
they have anything definite to say, they are too 
modest and retiring to say it. 

STANDARDIZATION A FETISH IF CARRIED TOO FAR 

Another necessity is now in evidence. A 
necessity which will shortly be so compelling that 
the clinic will be a feature of every hospital; a 
feature as commonplace as a sterilizer for the 
operating rooms. The pendulum of standardiza- 
tion may be swinging too far; but, as I see it, it 
is the result of a desire on the part of men of high 
ideals to force the general practitioner to raise his 
standards. 

The preserving of a certain amount of records 
pertaining to the daily activities of any hospital 
is quite right and proper, but, the extent to which 
it is being carried in some hospitals, which are 


y *Read before the American Medical Editors’ Association, 
meeting in Chicago, Oct. 25 and 26, 1923. 
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trying to meet not high ideals but insane ideals, 
is appalling. It is a useless tax on human energy 
and demands a storage space that could he de. 
voted to a better use. 

Those physicians, who are more or less cop. 
stantly engaged in teaching, are forced to keep 
themselves more nearly in touch with the prog. 
ress and changes in the art and practice of medi- 
cine than is the physician who goes his lonely 
way without let or hindrance from the prompting 
or restraining influence of close associates. 

It is certain that, whatever division of the 
practice of medicine he is presenting to graduate 
or undergraduate students, such work will in- 
crease his ability as a physician. 

His duties make it necessary for him to be 
diligent in his study of what time and experience 
have standardized, and alert to the newer things 
in diagnosis and treatment, which may or may 
not survive the test of time. 

The presentation of a patient, the argument for 
the establishment of a diagnosis, the discussion of 
the pathology, the review of the symptoms, the 
prognosis, the treatment, and the sequel of the 
disease from which the patient suffers, require the 
practicing physician to do exactly the same thing 
as the professors in the medical school. That is, 
he must carefully reread what has been painstak- 
ingly set forth in logical order in the standard 
text-books. He has the same privilege of supple- 
menting this knowledge with whatever new or 
revised opinions are to be found in current med- 
ical literature. 

If any physician sitting in the seat of the 
scornful says that this is a fine Utopian but im- 
practical idea, impossible of performance, because 
the busy general practitioner has no time to in- 
dulge in a study of this kind, he is admitting that 
the general practitioner makes no pretense to give 
his patients the service that they rightly expect 
him to be able to render. 

CONSTANT STUDY REQUISITE 

After our initial endeavors in the practice of 
medicine, there is an alarming tendency to turn 
our backs completely upon the textbooks which 
were so energetically studied during our student 
career, and depend for our progress upon the 
various medical periodicals, whose articles, of 
course, take it for granted that our knowledge 
of what has so long been established is fresh and 
green. 

Unfortunately, unless constantly reviewed, the 
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most profound comprehension of any subject be- 
comes faint and is sooner or later lost from our 
tore of knowledge. 


OBJECTIONS TO TEXTBOOKS “AS IS” 


As medical editors, it might be interesting for 
you to hear that many of us question the advisa- 
bility of the present fashion in textbooks of a 
large number of cumbersome volumes which con- 
tain so much of repetition and padding, and in 
many cases statements given as facts which are 
not borne out by actual practice. This shortcom- 
ing is partly due to the fact that these volumes 
are made up of the contributions of men who 
have specialized in their particular fields, some of 
them never having had that broad general expe- 
rience which militate against the danger of nar- 
row views. 

As an illustration, I would cite that, in one 
of our most recent and highly lauded textbooks 
on medicine, the contagiousness of pneumonia is 


; overemphasized, the writer basing his conclusions 


upon the great incidence of pneumonia in the 
army camps of the World War. A year ago, at a 
meeting of the Physicians’ Fellowship Club, this 
belief was questioned, and some twenty men, 
whose practice extended over a period of from 
fifteen to thirty years, were unable to support 
the author’s position. Two or three of those who 
took part in the discussion recalled that, in one 
or two instances, pneumonia had attacked a sec- 
ond person in the same family. They were not, 
however, willing to admit that it was the result 
of a transmitted infection. Health departments 
have made pneumonia a reportable disease ; have 
established strict quarantine regulations which 
work unnecessary financial hardships in cases 
where hospital patients, occupying wards or semi- 
private rooms and who, during their stay, con- 
tract pneumonia, are compelled to go into pri- 
vate rooms under the care of a special nurse or 
trust their lives to municipal hospitalization. 


TEACHING HELPS DOCTOR TO STUDY 


| If it were possible for all physicians to be 
teachers for six to nine months of each year, the 
public would be better served; but this is not 


possible. Positions in medical schools are lim- 
ited. The only opportunity the general practi- 
tioner has of availing himself of a similar oppor- 
tunity is in the daily hospital clinic. It is not 
meant that he shall appear with the regularity 
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of the teacher in the medical school, but the daily 
clinic will give each physician the opportunity to 
present at least one case per month. 

Few men have the initiative to continue their 
studies when they are not expected to display 
their wares before their fellows. 

Indolence follows hard upon forgetfulness, and 
the ability to ferret out evidence of departure 
from the normal, instead of gaining strength 
from experience and observation, disappears, and 
the practice of medicine becomes merely the treat- 
ment of the patient’s voiced complaints. 

The old-fashioned family doctor dies hard. In- 
stead of preserving and improving upon his many 
virtues, his limitations and shortcomings are 
treasured by his successors, and carping criticism 
and levity are aimed at those who take and pre- 
serve painstaking histories and avail themselves 
of the many mechanical diagnostic aids that are 
the everyday working tools of the specialists. 

Quantity production and low selling price 
bring financial reward to the manufacturer and 
great benefits to the purchasers of automobiles, 
but this principle, which has brought fame and 
fortune to one man, and happiness and prosperity 
to many more, can not be applied to the practice 
of medicine, if patients are to obtain the service 
to which they are entitled. 


THE PROBLEM OF THE “CHRONICS” 


Not many years ago, physicians were so busy 
treating typhoid fever and other controllable dis- 
eases that they had little time or energy to de- 
vote to those patients who were not acutely ill. 
Their attitude towards the ambulatory patient 
did not stop at indifference, but was one of ab- 
horrence and contempt for the unfortunate peo- 
ple who were known as chronics. If the doctor 
saw one of them approaching his office, he would 
hurriedly leave by way of the back door, to evade 
listening to what he looked upon as dreary and 
useless complaining. 

Now, the doctor is complaining because, pre- 
ventive medicine and ill-advised charity having 
deprived him of a large number of those suffering 
from acute diseases, he finds himself without a 
practice. 

The people whom he ignored and to whom 
he gave no hope are, as a last resort, visiting the 
chiropractor, the osteopath, the Christian 
Scientist. The majority of these people are 
really ill. It is worth our while, and they are 
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willing to pay for the time it takes to find out 
what is the matter with them. These are the 
patients who demand the most careful study and 
a, training in diagnosis on the part of the phy- 
sician that is not to be secured in his work of 
treating acute diseases. 

In the care of acute diseases, in the majority 
of cases, the diagnosis is easily made and the 
main efforts and thoughts of the physician are 
towards the proper treatment. Once he has de- 
termined what to him seems best, it becomes a 
matter of routine which does not further tax his 
mental resources. The greatest strain demanded 
is the physical one of making house calls. It is 
the easiest type of practice and is inclined to re- 
duce the general efficiency of the physician who 
has much of it to do. 

The activity and energy displayed by the med- 
ical profession in the advancement of preventive 
medicine has, to a very large extent, curtailed the 
ravages of the acute infections. 

As a source of income, the care of acute dis- 
eases is fast vanishing. The greatest prevalence 
is among the least enlightened and the least able 
to pay. In twenty years’ practice in the city of 
Chicago, I have not seen a dozen cases of typhoid 
fever. 

THE SPECTER OF STATE MEDICINE 


Every right-minded physician rejoices that 
ways and means have been found to so wonder- 
fully reduce the prevalence of acute diseases, but 
he deeply resents the increasing tendency of pub- 
lic health departments to engage in the practice 


of medicine. Too much police power for health 
departments means state medicine and paternal- 
ism. Large appropriations from municipalities 
give them greater political power and increase 
burdensome taxation. He resents the activities 
of charitable agencies, that, in order to keep 
themselves going, encourage pauperism and se- 
cure free medical attention for people who are 
able to pay. He resents the cupidity of those 
physicians who do the work for such agencies and 
violate the ages-long principle that the laborer is 
worthy of his hire. 

There has always been a widespread public 
opinion that doctors enjoy large incomes. The 
doctors know better. 


PREVENTIVE MEDICINE 


How times have changed. Think of the multi- 
tude of agencies that are devoting their sole atten- 
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tion to the conservation of health. It is a gaq 
commentary that a very large number of physi. 
cians have not, as yet, realized that the human 
machine is in constant need of supervision and 
repair. Neither have they realized that the up. 
derstanding necessary to such intelligent care 
means a greater expenditure of time for the jp. 
dividual patient and the use of the laboratory. 
This means that the patients must pay more than 
they have ever done for the inefficient service that 
was formerly rendered. Many general practition. 
ers, With the false notion that only a few people 
can afford this service, go on in the same old 
way, scratching the surface and missing the op. 
portunity to restore the patient to health. 

In this day of high wages and high cost of liy- 
ing, the individual who cannot work soon becomes 
a burden upon the community. Restore his 
health, and he will soon be able, not only to take 
care of himself, but to pay the physician a just 
and fair amount. Until more general practition- 
ers understand this, the education of the public 
will be long delayed. To the public, a doctor isa 
doctor, and the one who works cheap and does 


little appeals to them as being just as good as the § 


physician who gives them real service. 


IMPORTANCE OF THE TEACHING CLINIC 


The clinic in every hospital is the one great 
teaching force that will raise the standard of 
every doctor. He will learn that, while he cannot 
neglect the many things his five senses will be 
able to tell him, he must back up this information 
with scientific diagnostic aids. 

How shall such a clinic be conducted? Briefly, 
the matter should be brought before the staff, and 
they should be made to understand that, unles 
they are willing to do their part, both as at- 
dience and teacher, it cannot be made a success. 
The staff should elect as Director of the Clinic 
a man who is capable of arranging programs: 
who has the persuasive power to get his fellows 
to present cases, and who is willing to sacrifice 
his own time for the good of the cause. The 
success of the clinic, among other things, wil 
necessitate his unfailing attendance during the 
clinic hour. If it is to be a success he will not be 
able to absent himself many times. While the 
main burden of the presentation of subjects and 
patients should be placed upon the attending and 
consulting staff, the Director should secure @ 
different times men of prominence who, from 
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their long and continuous service as teachers in 
medical schools, are able more brilliantly to set 
forth the subject to be taught, than is the general 
practitioner. From these men, the amateurs in 
teaching will not only learn valuable things in 
medicine and surgery, but their own teaching 
ability will be greatly enhanced. 

It is the custom at the Norwegian-American 
Clinic, when the physician has completed his 


presentation, for the Director of the Clinic to 
| specifically ask each man in the audience to ex- 


press his views upon the subject. Long speeches 
are discountenanced. Whatever he has to say 
must be short and to the point. By this method, 
distasteful and useless controversies are avoided, 
and no one is slighted. 

In addition to the benefits to the public and 
the physician, the Daily Hospital Clinic for pri- 
vate patients will banish the old-time belief that 
only charity cases can be utilized for teaching 
purposes. 

Clinies of this kind will not need the fostering 
care of state or national organizations to keep 
them going. Each one will be a complete unit in 
itself and will give an equal opportunity to each 
and every physician in that particular community. 

2757 Fullerton Ave. 
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October 5, 1923 
Dr. Joun J. Priock, presiding 
THE CLOSED HOSPITAL 


DR. PFLOCK: I will just say a few words. 
Namely, the subject is a general one. The question 
has been precipitated during the summer and in dis- 
cussing the question I wish you would refrain from 
any personalities and also from mentioning particular 
institutions. We do not wish to get in wrong with any 
person or institution. This is for the general good; 
we are all going to benefit by the general discussion 
and we do not wish to hurt the feelings of anyone or 
No doubt you 
have wondered why we have not a more definite pro- 
gram, with men picked out for the discussion. - Our 
program for the coming year will be constructive in 
every way. We will try to follow a constructive 
policy. We will try to throw away the hammer and 
get a horn, and not only get it but blow it. I hope 
you will all help us blow the horn this coming year 
by being constructive and not destructive. 

The first question is, “Is the closed hospital a neces- 
sity?” and I will ask Dr. Warren Johnson to tell us 
what he thinks about it. 

DR. WARREN JOHNSON: I was absent at the 


meeting of the Trustees last night and that is the 
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reason they put me down to open the discussion. I 
know absolutely nothing about the subject. I did not 
even know what we were going to talk about tonight 
and when I got here Dr. Pflock informed me I was 
expected to open the discussion. I will open it by 
saying that I know nothing about the closed hospital. 

The thing that brought the subject up, however, was 
that a few of us were discussing the subject in the 
corridor of the Norwegian-American Hospital some 
time this summer. Several of the doctors had gathered 
together, as is the usual custom when they are through 
with their work, in the corridor of the hospital, and 
were talking over the hospital problem. Some of them 
had been going to certain institutions for years and 
had been sort of reduced from the ranks, you might 
say. In other words, upon reorganization of some of 
the hospitals some of them were left out altogether, 
after having supported the hospital for years. They 
had been reduced to a lower place than before and 
were somewhat dissatisfied about it, so the subject of 
a closed hospital and an open hospital has been 
brought up. 

I really do not know the definition of a closed hos- 
pital. In my own mind I have an idea that a closed 
hospital is controlled by a small group to the exclusion 
of all other members of the profession. That is my 
own idea about it. I do not want you to take it 
seriously. Somebody else may have a different idea 
about it, and that is what we want to find out. I 
cannot enlighten you on the subject at all, but probably 
some of the other men here have grievances and they 
can bring out the point and we can discuss the thing 
and come to some definite conclusion. 

DR. J. V. FOWLER: I do not know that I can 
throw any particular light on the subject. The closed 
hospital, as I understand it, is a hospital in which 
special privileges are granted to a select few. In 
other words, the privileges of the hospital are lim- 
ited to a certain number of physicians. The closed 
hospital may be partially or completely closed. It is 
the practice in some institutions, especially privately 
owned institutions, to limit the privileges ‘in their hos- 
pital to those who are financially interested in the 
hospital. In other words, if a man owned a hospital, 
a hospital of his own in which he had put a !ot of 
money and was conducting it for his own special bene- 
fit, or if a corporation of doctors are operating a hos- 
pital, they, I think, have a perfect right so far as they 
are concerned and so far as the public is concerned 
to limit the privileges of that institution to those 
financially interested. 

A public institution, however, an institution which 
appeals to the public for funds, for charity, is looking 
out for the welfare, or should look out for the wel- 
fare, of the entire community and, inasmuch as they 
are looking out for the welfare of the community it 
seems to me that a closed hospital, as we understand 
it, is out of the question. 

Now, going back to the original subject—the defini- 
tion of a closed hospital, some of our institutions, 
especially teaching institutions, limit the privileges of 
their hospitals, especially the ward beds, to a certain 
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few for teaching purposes. Especially those hospitals 
connected with teaching institutions and with medical 
colleges and again other institutions that are not teach- 
ing institutions, limit the privileges of their wards to 
only a select few. Those we might say are closed 
hospitals in one sense of the word. They are closed 
so far as the privileges of certain beds are concerned. 
Again, I might mention that other class also where 
the privileges of the hospital are limited to only their 
staff or to a select few physicians. Now then, what 
is the excuse or what are the reasons that are offered 
by these institutions for offering special privileges to 
a certain few and closing their doors to the other 
physicians? Those that are connected with teaching 
institutions, those connected with medical colleges, 
make their excuses on the grounds that certain beds, 
ward beds, are reserved for those who are teaching 
medical students. The men who are on the staff have 
their patients occupy these beds. These beds, as we 
know, are oftentimes part charity or entirely so, and 
the patients occupying them are taken before the med- 
ical students as clinical cases, or the students are 
permitted to go into the wards‘ and examine the pa- 
tients. They are examined over and over again by 
different students for teaching purposes. That is a 
perfectly legitimate reason for a closed hospital—closed 
to the extent that they are. There are those hospitals, 
however, that limit the privileges of the hospital to 
only the members of the staff. The reason given is 
that the patients are treated in a more scientific man- 
ner by limiting the hospital to a select few of those 
who are most efficient and most capable. That pos- 
sibly is true. The reason they give is probably cor- 
rect,—that the number of patients who are treated by 
the physicians who have the privileges of the hospital 
are better off, because those men see many cases and 
are, perhaps, more efficient than the rank and file. 
That is a point I want to make here tonight. The 
hospital is in a sense an educational institution for the 
practitioners who avail themselves of the hospitals, 
their laboratories and so on, their special equipment 
for making diagnoses and treating patients in a scien- 
tific manner. Now fhen, it stands to reason that the 
physicians, who have the advantages of the hospital 
and all this equipment that runs into thousands of 
dollars, can become more proficient and efficient in the 
scientific treatment of patients. But when we think 
of the community as a whole, are those hospitals that 
are limiting the privileges of their beds to a select 
few doing the greatest good for the community? I 
think not, because of the fact that the greatest num- 
ber, the rank and file of the medical profession, are 
shut out from these privileges, and they cannot ad- 
vance—advance in scientific medicine. Therefore the 
great mass of the people who are treated by the rank 
and file of the medical profession cannot be served 
as well when taken as a whole. 

Most of this thing of closing hospitals or giving 
special privileges to a few in my opinion, is based 
absolutely upon selfishness. It is my opinion that every 
hospital should be open to every ethical practitioner 
of medicine, making the one exception that certain 
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wards or certain parts of the hospital may be set apart 
entirely for teaching purposes, the teaching of medical 
students. Some make the excuse that certain beds 
should be set apart, ward beds, for the teaching of 
nurses or internes, but it has been my contention that 
every case in the hospital is a clinical case in the sense 
that internes and nurses should study that case and 
the man who has the patient in charge should make 
it, so far as they are concerned, a clinical case, because 
the more study and attention an interne gives, of 
course the better service the patient will have, and jf 
the patient occupies a private room and pays a large 
sum of money for his services he is entitled to a 
greater service from a monetary standpoint than one 
who occupies a ward bed. From a humanitarian stand- 
point we all know that we must give every patient the 
very best we have, whether charity, part charity, or 
private case. So it seems to me that that should be 
the basis upon which a man is admitted to the hos- 
pital, if he is ethical and proficient. 

Of course, I do think that hospitals should make 
certain restrictions. I believe they should demand of 
a man practicing in a hospital that he attain a certain 
degree of proficiency. I do not think they should 
allow any man to come into the hospital and do any- 
thing he sees fit to do, especially if he jeopardizes the 
life of the patient at any time by his inefficiency. Then 
I think the hospital should step in and say, “Thou 
shalt not,” but to limit the hospital to a certain few I 
think ‘is based upon selfishness. Take, for instance, 
the privilege of the ward beds that are granted to 
a few select men. What does that amount to in 
dollars and cents? We know the ward bed is main- 
tained, as a rule, at a loss. In other words, if you 
average up the cost of maintaining a hospital bed you 
will find that the cost is great and that they make it 
up in the private rooms. So the privileges of those 
beds are granted to the very few. Say the expense is 
$10.00 a week and the hospital loses $5.00 a week on 
every ward bed; that the average cost all through the 
hospital is $20.00 or $15.00, as it may be, and the hos- 
pital is donating $5.00 to $10.00 a week on every 
ward bed. If those privileges are granted to only a 
few men then they have the right of special privileges 
and the hospital is granting all that money to the 
few select men. It is a money matter with them be- 
cause they are putting patients into the wards and of 
course charging large fees for their own services, s0 
I think the whole thing in that respect is unethical 
and unjust. So far as the individual hospital is con- 
cerned, all of them have certain rules. One differs 
in one respect from another, but I think the only 
ethical, fair and square way would be to throw every 
bed open to every ethical practitioner and let them 
decide the basis of the standardization. I thank you. 

DR. C. F. GOETZINGER: We were requested, | 
believe, by the President not to be personal and not 
to mention names of institutions. I do not want to 
tread on anybody’s corns or hurt anybody’s feelings. 
I do not remember any instance in which these insti- 
tutions were over-particular about not treading on our 
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corns. 1 do not see why we could not call a spade a 
spade. 

Now, the subject of closed and open hospitals has 
been covered pretty well by the other speakers, who 
have covered it much more efficiently than I can. We 
must unalterably object to the closed hospital. I do 
not think it democratic at all and we are living in a 
democratic age and a democratic country. A closed 
hospital, as already pointed out, tends to bring in 
business and we have to speak of it as business. We 
are not here for the fun of it and we cannot give up 
all we earn altogether for the benefit of humanity. 
They have no charity for us. The tendency of closed 
hospitals of course is to bring business into the hands 
of a few. 

One point has not been brought out that I think 
should be emphasized and that is the fact that the 
young men are given no opportunity whatever to ad- 
vance. What chance have they for advancement? It 
is all right for the older men who have made their 
name and made their fame, but what opportunity have 
the younger men for advancement? If the young man 
does not advance when the present generation of older 
and proficient men have passed on where are the effi- 
cient and proficient men going to come from if the 
younger fellow has not advanced and has not worked 
up to the same point of efficiency? By closing hos- 
pitals these men do not have a chance to advance that 
could be obtained otherwise. It is all in the hands 
of a few and I believe that is the only point I can 
recall at the present time which has not already been 
brought out. 

I question, too, the right of any institution that asks 
and accepts donations from the general public to main- 
tain a closed hospital. In accepting donations from 
the people they are admitting, I think, that the in- 
stitution is for the benefit of the general public and in 
closing that hospital they make it an institution more 
for the benefit of a few men who are conducting the 
affairs of the hospital. I believe that the general prac- 
titioner should have just as much right to place 
patients in that hospital as any one and I believe that 
the general public have a right to go to any hospital 
which they choose. Of course a hospital that is 
privately owned and privately maintained is a different 
proposition. If a physician or a group of physicians 
maintain a hospital or conduct it out of their own 
funds, finance it themselves, they have a right to con- 
duct it as they choose. 

Most institutions, and one I have in mind particu- 
larly which I believe is now a closed hospital, pay no 
taxes. Why should it not? If closed hospitals are 
conducted for the benefit of a few why should not 
those few pay taxes? They do not. 

There are probably other points that might be 
brought up but none occur to me at the present time. 
| had no discussion prepared and had not anticipated 
making any remarks but have just uttered the things 
that came into my mind just now. Some very im- 
Portant points have been brought up and undoubtedly 
some of the speakers to follow will bring up others. 


JOHN J. PFLOCK 
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DR. GEORGE H. SCHROEDER: The question of 
whether a closed hospital is a necessity or not I believe 
depends upon what you consider a closed hospital. 
Dr. Fowler, I think, spoke almost entirely of the re- 
stricted hospital. As I understand it the closed hos- 
pital is closed to almost everyone but the staff. I do 
not know of but one or two in Chicago that are closed 
in that way. Dr. Fowler has brought up the subject 
of restricting ward beds for teaching and so forth 
and that is still open to discussion. There is one 
factor that has not been taken into consideration and 
that is the economic factor of the hospital. I know 
of one institution in Chicago where the work is con- 
fined entirely to one man. It is a two-building insti- 
tution; one is restricted and the new one is confined 
entirely to one man. The real reason for this I believe 
is that this particular man has loaned a large amount 
of money to the institution and it is a necessity for 
him to get it back. There is no question but what an 
institution can be run much more economically by 
one or two men. 

Personally, I cannot see any excuse for a closed 
hospital. I can see an excuse for a restricted hospital. 
I believe every hospital should be open to a man at 
least once and whether it is open a second or third 
time will depend upon what he has done when in the 
hospital the first time. I do believe that a hospital 
takes more responsibility than merely over the operat- 
ing room and nurses. I do believe that the hospital 
assumes the responsibility for proper medical treat- 
ment, and if whoever decided against a man’s cap- 
bilities decides against him, I do not believe that man 
should be allowed to come back. For this reason the 
first time the hospital authorities cannot know whether 
or not a man is capable. If they find that he is not 
capable, if they find that he has done things or left 
undone things that he should have done, the next time 
a patient comes in for that doctor I believe the hos- 
pital assumes the responsibility for the treatment just 
as much as the doctor if it permits him to stay. I 
believe the hospital is responsible for the proper treat- 
ment of the patient just as is the doctor, and I believe 
they assume the responsibility if they take a patient 
for a doctor who did not show that he could do the 
proper thing when he was admitted the first time. In 
Ohio I believe they go even further than that. The 
Supreme Court has decided in favor of the patient 
against the hospital for inefficient work or for some- 
thing that was done when the doctor was attending 
the patient. The Supreme Court made the hospital 
equally responsible with the doctor in the financial part 
of the case. They consider the doctor an agent of the 
hospital, just as an intern or a nurse. If the nurse 
burns a patient with a hot water bag that patient has 
regress through the hospital. If a doctor brings a 
patient there and makes a mistake in the treatment or 
operation the Supreme Court holds that, the doctor 
being an agent of the hospital, the hospital is equally 
responsible with the doctor. 

There are many things, I believe, in favor of the 
restricted hospital. My interpretation of the closed 
hospital is one that admits only doctors on the staff. 
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My interpretation of the restricted hospital is one that 
admits the members of the staff and certain selected 
others, and the open hospital admits everyone. I see 
no reason for the closed hospital. I see a reason for 
the restricted hospital and I see no reason why an 
open hospital should exist. 

DR. MARTIN M, RITTER; I have not made a 
special study of hospitals but have had some experi- 
ence in the conducting of hospitals and also have some 
experience with the rules and regulations as formu- 
lated by the College of Surgeons, the American Med- 
ical Association and the Board of Registration of the 
State of Illinois. The discussion this evening, as 1 
understand it, is a discussion regarding the benefits of 
a closed hospital or an open hospital as far as the 
patient is concerned. We have had a discussion here 
regarding what the closed hospital or the open hospital 
means financially or for the reputation of the physician. 
This I think is not under discussion, according to the 
program. It certainly is under discussion but I think 
the intention was not to discuss it. 

Doctor Fowler covered the case very well. He gave 
the reasons why the hospitals should be restricted. I 
will not give you figures but will say that I was con- 
versant when the hospitals were standardized with 
some of the rules that have been laid down. Before 
that time no one knew who was standardizing hos- 
pitals;—so many different organizations were working 
toward that end. The standardization today is ac- 
cepted by the American Medical Association and the 
College of Surgeons which forms a basis of standard- 
ization which is accepted by the State of Illinois Board 
of Registration. All of this does not pertain at all to 
open, closed or restricted hospitals in the sense in 
which they have been discussed, but lays down the 
rules upon which they shall be conducted and one of 
the requisites is first of all the establishment of an 
executive committee, or board of trustees, and the 
establishment of the staff. The staff is one of the 
requisites of a hospital which is recognized in “Class 
A,” and this staff is held responsible for the conduct 
of the hospital so far as the training and teaching of 
nurses is concerned, so far as the treating of patients 
is concerned, so far as the equipment of the labora- 
tories—pathological or chemical—is concerned, and it 
is also responsible for the way in which records are 
kept. All these matters that have been spoken of, the 
matter of who shall operate in the hospital and who 
shall not, must necessarily be left to the staff, to the 
Board of Trustees, or to the Executive Committee, 
not as a matter of choice but as a matter of necessity 
because the staffs are formed for that purpose and I 
judge that this standard has been required so that 
someone will be responsible for the work that is done 
at the hospital. As Doctor Schroeder said, the Su- 
preme Court of Ohio holds the doctor as an agent of 
the hospital. I do not think that is accepted in the 
State of Illinois but common law will accept this— 
that where the hospital is aware of the inefficiency of 
an operator and permits this man to operate then they 
are accessories before and of the crime. If I were 
ccnducting a case against a hospital, I would make this 
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the most valuable argument from the legal standpoint, 
In consequence, the staff must designate, or the com- 
mittee or the board of directors have to designate 
someone to be the judge of a man’s capabilities. 

I have jotted down a few remarks that have been 
made—one was that a hospital which does not pay 
taxes shall therefore be open to the public, that means 
every doctor; and the same applies to a charity hos- 
pital, why should that not be open to every doctor in 
the city? Could we not suppose that a hospital which 
asks for charitable contributions from the citizens of 
the city would feel so much more the responsibility 
of providing those who are coming under the hospital 
care with the best obtainable medical care, and that 
they would therefore be entitled to select the medical 
staff just as much or more than any other hospital 
that derives its income from the commercial stand- 
point from the number of patients they shelter? | 
believe that could be taken for granted. It is not 
open for argument. The minute you accept something 
from the public you are responsible to the public. The 
fact that the State allows an institution to operate 
without taxes does not relieve it of all responsibility 
but places a greater responsibility upon it. On the 
other hand, the institution is supported by those who 
can afford to give the money and the patients are 
entitled to the choicest care. 

When we look upon this question from the standpoint 
of whether a closed hospital is good for the com- 
munity we must necessarily lose sight of whether it 
works hardship to individual doctors. I hope there 
is not a doctor living in Chicago who would wish to 
work hardship on any physician. There may be some. 
There may be some—I see some of you have a very 
sardonic smile when I make this statement, but I do 
not think any physician would deliberately work hard- 
ship to anyone else. He may selfishly do something 
and thereby indirectly make someone else suffer. 

Now, coming back to the staff which we must neces- 
sarily have, this staff must inevitably be in charge of 
hospital affairs. That the public will know who is on 
the staff, cannot be helped. It is not the staff’s fault, 
certainly not; it cannot be the staff’s because the staff 
is created to look after the doctors who come there, 
to look after the reports and records and see that they 
are correct, and the staff is in charge of the interns. 
In Illinois the year of internship in the hospitals is 
considered the fifth college year and someone must 
be responsible to the colleges; otherwise, these interns 
do not graduate. So, if we look at it in that way we 
must have restriction in every hospital. There may 
be one or two which are absolutely closed, but I do 
not know what you can do about it. There is no law 
against it. They want certain men to operate there 
and they select their men. 

All young men certainly should have a chance. The 
trouble is that many young men, and please do not 
misunderstand me as speaking slightingly, may make 
it necessary for the hospitals to protect themselves 
against the young man who brings patients into the 
hospital. Anyone who has anything to do with a hos- 
pital knows that you must be eternally on guard. It 
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requires eternal vigilance. I will cite one case from 
my own experience, if you please, that will serve as 


an illustration that a hospital must refuse some people 
and must be careful who they take in. 

A few years ago I was asked by the powers in 
charge of a hospital to be at the hospital the next 
morning because a gentleman whom they did not know 
had sent in a case for a tonsillectomy. I went to the 
hospital as requested, introduced myself to the gentle- 
man and told him that I would assist him in place of 
an interne. I did assist him. I stood at one side of 
the table and he at the other but he did not begin to 
operate. I asked him if he was ready, handed him a 
mouth gag, but he did not begin. I handed him a 
tongtte depressor and he laid it down. I asked him 
again if he was not ready and he said, “Now, let me 
se * * .” JT began to get a little nervous, every- 
thing was ready but he would not begin to operate 
and, to make the story short, he had evidently never 
seen a tonsillectomy and certainly had never assisted 
at one. He did not know whether to use a tongue 
depressor or a forceps to grasp the tonsils and I 
finally told him that to save time I would take the 
tonsils out for him. Suppose I had not been there 
that morning? This is an exact fact—it happened 
right here in Chicago. I can cite cases of blood trans- 
fusions where the doctor jeopardized the patient’s life 
by working for an hour to get the needle into the 
vein, and finally had to send for a staff man to give 
the transfusion. 

Then comes the question of ethics and the considera- 
tion for the doctor! That doctor had no consideration 
for the patient—he knew he was inefficient. He 
certainly had never done a transfusion except under 
the guidance of someone else. Those things bring the 
necessity for restrictions. 

There is another thing: some men are very com- 
petent and some are not so competent and they may 
both be disturbing elements in a hospital, in the treat- 
ment of interns, in the treatment of nurses. The hos- 
pital has to protect itself against these things and 
keep up a smooth working machinery. I believe a 
hospital has a perfect right to restrict against certain 
men, and to restrict certain beds to be set aside where 
only a few ward beds are available for the regular 
staff and the regular attending physicians, but I also 
believe that no hospital should refuse any legalized, 
ethical physician the services of the hospital, provided 
that surgeon or physician is competent to perform the 
work for which he brings the patient there. 

DR. HENRY L. BAKER: I am very much im- 
pressed with the good that has already resulted and 
may result from the Physicians Fellowship Club. I 
think one of the best things is the discussion of every- 
day questions that will result in something. I will not 
take any of your time except to say that there is much 
to be wished for along the line of hospitals. In fact, 
I have thought for many years that the deplorable 
conditions the hospitals were in, in regard to function- 
ing for the best interests of the public, should be 
remedied. It does seem to me, without being definite 
or concrete, that there is a lot of work to be done. It 
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seems that the fact that the medical man is trained to 
treat the sick and is qualified to treat them—even ad- 
mitting that there are many who are incompetent and 
that many things should be regulated—and the fact 
that the medical men have increased their competency 
by the requirement of certain laws, makes them stand 
out as the men who treat the sick. I think the hos- 
pitals are away behind. There are not enough. I do 
not know how it can be done but it seems to me this 
discussion is very wholesome and that it should result 
in something. As long as there is a shortage of hos- 
pitals and there are medical men with more ambition, 
some with more money, there will always be a certain 
coterie of men who will get together in a private 
enterprise and start a hospital. Naturally, those men 
will run that hospital the way they think it should be 
run, plus their own best interests. That is more or 
less natural. Most of the trouble in the world comes 
from one of two things: one selfishness and one dis- 
honesty. How it will work out I do not know, but I 
think there should be more hospitals. Where certain 
physicians get together and start a hospital naturally 
the men who put in the money are on the staff, and 
properly so, and they should give themselves prefer- 
ence even though the hospital is not closed, yet that 
leaves a lot to be wished for. It is not fair to the 
public and it seems to me a hospital should be run 
more like a hotel. I believe everything medical should 
come under the control of medical men and when it 
comes to the question of medical men and who shall 
criticize and say who shall do work in a hospital, I 
think this should always be done by a committee of 
medical men. There is too much inclination at present 
to have lay people, nurses and so on, tell the doctor 
what is wrong. That is one of the things of the time. 

I came here chiefly to listen and I have enjoyed 
the discussion very much. It seems to me that we 
are far from a solution of the problem but I think 
such a meeting as this is along the right line. 

DR. ALVIN M. STOBER: I do not know just 
what points were brought out in the early part of the 
meeting and have not a very clear conception as to 
just how much differentiation is being made between 
the closed and the restricted hospital. To me they 
suggest that it might mean trying to keep many pa- 
tients out of the hospital. To get our patients into 
the hospitals we must be on the staff. I am on the 
staff of a few hospitals but not by my asking so I 
feel privileged and independent and will make my re- 
marks in that same attitude. 

All the open hospitals I have had the pleasure of 
putting patients in were restricted hospitals. What is 
the proper duty of a closed hospital? Is it to censor 
the actions of incompetent physicians. If that is the 
case it shows very conclusively our system of medical 


‘ education is wrong. We cannot start at the top and 


eliminate the unfit, at least we cannot do it by ‘setting 
up a group of men who may be competent but 
certainly do not represent the last word, whether of 
surgery or medicine. If we have competent men on 
the closed hospitals’ staff there are dozens around the 
city in private practice that are much more competent. 
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It has been my experience to have done considerable 
morgue work. The morgue table tells the truth about 
the ones who are competent and those who are not. 
It gives information as to those who are competent 
from an operative standpoint. This morgue observa- 
tion questions the work of men who are now the bright 
lights in the profession. A doctor when he starts out 
to practice has to depend, first, upon the education he 
has received at school and then when he has had 
hospital experience he has to depend upon that. He 
is literally dependent upon the information which he 
picks up from his associates and men who take an 
interest in him. Suppose we go over in our minds 
some of the past experiences we have had and there 
is hardly a man among you but who, thinking back, 
can remember some terrible mistake made when be- 
ginning to practice; perhaps not in operative affairs, 
but in our judgment. Some surgeons now hold posi- 
tions on the staff of closed hospitals who have done 
work which would bar any other man out of that 
hospital. The element of competition does enter into 
it. If we try to practice in a community at large we 
must give that community an opportunity to secure 
skilled medical men. If a man is barred the privileges 
of a hospital he has no chance to become skilled. 
Sooner or later the wise man is going to try to get 
on the staff of a closed hospital. It does not depend 
upon his intellect or efficiency; it depends, in my opin- 
ion, upon the pull and the finance he can swing. I 
think that is stating a fact squarely. If it is a matter 
of pull then a great many are never going to get any- 
where and if it is a matter of finance there are many 
who will never get anywhere. Where, then, is the 
chance for a man not endowed with money or a pull 
to assert himself? Most surgeons and medical men 
have their own clientele, so to speak. They secure 
those patients by their merit. If they fail and the 
patients do not find it out they are lucky. Sooner or 
later the patient concerned is able to discriminate be- 
tween physicians. This right is denied them when 
they are taken to a closed hospital. Why not, if they 
have to go into a hospital, give them the same right 
they have at home and let them choose the physician 
or surgeon they desire? 

Therefore, if the purpose of the closed hospital is to 
secure for the patient the best service possible it is 
an utter failure. If the closed hospital has for its 
function the ruling out of incompetent men then it 
would be a grand idea, but the closed hospital in order 
to rule out a few incompetent ones closes its doors 
to a great majority of those who are competent and 
that is a point it seems that should be dwelled upon. 
In order to keep out, say three men not able to do 
surgical operations, they are probably keeping out 
dozens who can do them as well or better than those 
who stand as censors of this operation. I do not want 
to be understood as saying there is no necessity for 
restriction. There is, but men who are not competent 
to operate find that out when they receive notice not 
allcwing them to operate in the hospitals. That means 
that they are not coming up to standards which have 
been set by that hospital. What a great spur that is! 
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He will try to associate himself with some surgeon to 
come up to those requirements or will go through 
some surgical technic courses and then he will not be 
refused admission to that hospital. 

From the medical standpoint: In the hospital, his- 
tory sheets can be filled out, certain tests can be made 
which could not be carried out at home. The hospital 
by admitting physicians who are competent and have 
a good practice on the outside forces them to do 
better work by bringing them in. New theories are 
coming up, new methods of practice, and it is the 
great majority of physicians who are able to find out 
just the things which are the most efficient. The men 
who are in the closed hospitals and satisfied with their 
own work will never find that out. 

DR. BENJAMIN H. BREAKSTONE: I did not 
hear all of the Chairman’s opening remarks. I heard 
the closing of them that “we are not to hurt anybody.” 
Now, this is not a personal matter. We are not here 
to hurt anybody. We are here to find out the truth 
and the truth will not hurt any one who is after it. 

The questicn this evening is the closed hospital and 
I will try to talk on this subject only; it is made up 
of three questions. First, is it a necessity? Let me 
open my remarks by saying it is not necessary at all. 
It is an evil and I will also say that it is not a neces- 
sary evil. The fact is that a hospital is built to take 
care of the sick people, sick human beings. That is 
the cry that every hospital makes that goes out to get 
donations, “We have so many sick people. Help us.” 
If you are going to close hospitals to certain doctors 
you are going to close them to a great many patients 
as well, because there are patients who are that loyal 
to their doctor, and who feel so much confidence in 
the physician that they have, that they would rather 
die at home under his care than to go to a hospital 
and be made to take any doctor the hospital gives 
them. 

We will not mention any names, but we will take 
New York, Boston, Philadelphia and Baltimore—the 
hospitals are all closed in those places; there are no 
open ones. What happens? A doctor is called to see 
a patient and he is not on the hospital staff, so he 
cannot take his patient to the hospital, therefore, he 
keeps him at home. Who suffers? The community. 
They do not have the proper care. Another reason 
the closed hospital is a menace is this: Suppose I 
have a patient that I cannot take care of at home and 
I am not on the hospital staff. The patient requires 
a great deal of care and you have to get in a special 
nurse. You cannot get a nurse for less than $7.00 a 
day. How many people can pay $7.00 a day for a 
nurse? Suppose you require two special nurses— 
where are they going to get the money? 

Is the closed hospital a necessity? I say no! In 
Minneapolis the city hospital is open to every physician 
who has a free patient. Now, a great deal of ques- 
tion has been raised as to what a closed hospital is. 
There are only two kinds—the closed and open. A 
restricted hospital is a closed hospital, merely not 
being closed against everybody, but it is closed against 
you if you happen to be the particular person affected 
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by its rules. So, when we speak of an open hospital, 
it is open, and a closed hospital is either partially 
closed, or it is entirely closed, but there is only one 
open hospital. “Restricted” as applied to hospitals, is 
purely an apologetic word. 

The next question is: “Will patients be better 
served?” I suppose that means in the closed hospital. 
That is just the point I want to talk about. I have 
visited, probably, more hospitals than any man in 
this room. I have been all over the United States, 
Canada and Mexico, and I have seen a great many 
hospitals in Europe, and I will say that if there is 
any place a patient is not well served, it is in a closed 
fospital. I saw a man in New York and’ I watched 
him operate, and he does more herniotomies than any 
other man in this country, and is at a hospital for 
crippled and ruptured children, and he does that 
operation the same today as he did twenty-five years 
ago. Why? Because he has no competition. 

Do you realize that a man like Nicholas Senn was 
not allowed to operate in one hospital in Chicago? If 
it were not for the open hospital we would never have 
heard of Murphy, Steele, Beck, Fuller and the other 
great lights in Chicago who were given their oppor- 
tunity in the open hospitals. I remember very well a 
surgical nurse at the Presbyterian Hospital who had 
never seen Dr. Murphy operate until he had a private 
case there, saying, “My! but he does neat work,— 
much neater than some of our men.” 

The open hospital gives each one in the profession 
the opportunity to advance and to fit himself for 
competition. In New York a man can be a millionaire, 
and if he is taken to the Vanderbilt Hospital he must 
be operated upon by a surgeon on the staff of that 
hospital, regardless of how much he pays. Can you 
imagine anything like that? Is that sort of thing 
good for the community? Is the patient served better? 
Another thing in the open hospital—the more doctors 
that come in the more patients there are in one room 
and all these patients have different doctors. They 
compare notes and the best man is going to win. In 
the closed hospitals internes and nurses only see a 
limited number of men working and they believe that 
they are the only men who know how to do the work 
and they say to the patient, “Why don’t you have 
Doctor So and So—he does wonderful work? You 
had better try him.” 

I am not going into the question as to whom we 
shall keep out. I say keep no one out who is qualified 
and has ambition. After we have gone to school, 
passed the State Board examination and then want to 
get into a hospital we are asked to pass another, but 
unfair, examination, and if they want to let you in 
they do, and if they do not they don’t. A hospital is 
built for the sick people and the hospital should be 
a hotel where sick people go and can be taken care 
of and have any doctor they want. If that doctor 
does not make good there are plenty of other people 
in the hospital who are going to tell the patient that 
he is not getting along well and that he had better 
have another doctor. A closed hospital is an adver- 


JOHN J. PFLOCK 255 


tising scheme for the men who are working in it and 
that is all that it is. It is not for the public. 

“Will it hinder the economic and scientific progress 
of the physicians who are not on the staff?” Let me 
tell you the open hospital is the greatest stimulus for 
scientific progress that we have. The open hospital is 
the place where a man of ambition can come in and 
work, and other men who are working there will over- 
see his work and he has either got to come up to them 
or else fall by the wayside. 

What happens if the hospital is closed? Are you 
aware of the fact that if all the hospitals should be 
closed here as they are in New York the same thing 
would happen here in the treatment of the patients? 
They would be treated at home. If this happens then 
nobody knows whether these patients were treated 
right or not. Nobody does in Chicago. 

There are many things you can talk about, but let 
me conclude that the only progress we can ever make 
is in opening our hospitals. If every hospital is open 
the doctors can meet together and talk about their 
cases, and if they have a case that is not getting 
along very well they can discuss it with the other 
doctors who are always glad to help in any way they 
can. Some doctors will neglect matters, but I am not 
going to give any regular advice about that, or about 
ethics. Ethics is a wonderful word out in the world 
—but how in the world a man who is on the staff of 
a closed hospital can speak of ethics, I don’t know. 
Because of ethics, as a member of the staff of a 
closed hospital he becomes a robber, a thief. He will 
take your case because it comes through the hospital 
and how such a staff man can talk about ethics I 
don’t know. I will say this much for the open hos- 
pital: It is a place where competent men can: advance 
according to their individual ability. The closed hos- 
pital is closed against these men and gives incompetent 
men a chance to do work whether they can or not 
simply because he has no competition. Is a man on 
a closed hospital staff more capable because he is ap- 
pointed by a friendy, “Board of Directors” without an 
examination and without regard as to his ability? 

DR. PETRA M. DAHL: I believe the tendency in 
medicine the world over is toward group practice of 
the type represented by the Heart Clinics in this city 
and the Fast. 

The closed hospital is likewise operated for the 
benefit of a few physicians and surgeons, the purpose 
being solely to advertise these same practitioners, and 
I agree fully with Dr. Breakstone on this point. 

I do not believe that a position on a hospital staff 
bespeaks either competency or its lack. 

The closed hospital is a monument to the arrogant 
selfishness of a number of doctors who, like the rank 
and file outside of such hospitals, contribute their 
quota of mistakes and blunders in medical and sur- 
gical diagnosis and therapy. 

Finally, it gives evidence that the oath of Hip- 
pocrates with its ideals of conduct of physicians 
towards each other and their kin is in the discard. 

DR. CHARLES E. M. FISCHER: I have not much 
to do with hospitals these days, but when I was in 
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general practice on the West side, I had to do with 
most of them. I certainly think a closed hospital is 
not compatible with medical ethics. I was called one 
day to take care of an old man who had been hit by 
a car on Robey St. I found him sitting on the edge 
of the sidewalk. We took him home and then found 
he needed more care than he could get at home. We 
also needed an X-ray examination, to confirm a pos- 
sible skull fracture. He was an old fellow who had 
lived longer than the family wanted him to, and they 
were glad to have him taken to the hospital, but they 
wanted him at a certain hospital that was convenient 
and asked me if it would be all right to take him 
there. I told them that so far as I was concerned it 
was all right. They put him in an ambulance and took 
him over, but before they could get him unloaded, 
they were met at the door by some one connected with 
the hospital who asked for money, and they found that 
they did not have quite enough to pay in advance. The 
next question was—‘“Who is your doctor?” “Dr. 
Fischer.” Then they were told, “I am sorry but if you 
had one of our staff men we could take you in on 
credit.” There Dr. Fischer got a blow. Certainly, it 
would be better to get a man on the staff so that 
they could defer payment until it was convenient. 
However, some one happened to be around who pro- 
duced the necessary dollars and I treated the case,— 
and that is a sample of the experiences you are likely 
to have when you go into a closed hospital. 

DR. JOHN E. KOONS: I believe in the open hos- 
pital. The points brought up here tonight are wel! 
taken. Sometimes we have a patient who would like 
us to operate but wants to go to a certain hospital. 
{ recently had a call to a certain hospital, but they 
told me that I would have to have one of the staff 
men present before I could operate. I happened to 
know one of the staff men and I asked him to come 
and help me, which he did, and everything was all 
right. There is just one point—this nurse knew that 
I had been connected with the hospital in the past 
and had been in the operating room then. I asked her 
why I could not operate without calling in a staff 
man, and she said that it was a rule of the hospital. 
This showed conclusively that some one had made a 
set of rules as to who could operate at that hospital 
since I had been there in the past. 

DR. ARTHUR H. R, KRUEGER: A great deal 
has been said tonight and a great deal of hedging has 
been done. Dr.Breakstone struck the nail on the head 
four square as to ability and how it is acquired. 
Take, for instance, the County Hospital. No one can 
object to that because the special staff that has been 
acquired there has been formed through special ex- 
amination, which is proper and fair. Any one who 
has obtained a position on that staff probably knows 
something but it does not determine his fitness to 
practice medicine or surgery or obstetrics. So far 
almost everything has been said along the line of sur- 
gery. I think not surgery only should be considered, 
for obstetrics and medicine are just as important. 
These men have taken a special examination, some 
have had special experience, some have not. Those 
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who have these desirable positions get much experience 
and prestige attending these patients at the expense 
of the other medical men who are not on the staff 
and miss interesting clinical material, simply because 
the hospital is not open to the profession at large. 
How about other hospitals? The man who is judged 
the most competent on the staff is usually the one who 
brings in the most patients, the one who brings in the 
most financially. Ability is not always the determining 
factor. I think Dr. Goldspohn, at the Chicago Medical 
Society, on one occasion, said he was surprised to see 
the good work done by some men who came into his 
hospital. Many of us would be surprised if we had 
an opportunity to see many men operate. How can 
any one demonstrate his ability if barred from the 
hospital, which supposedly is the work-shop of the 
physician? 

So far as medical education is concerned, if the 
physicians are so poorly educated as has been asserted 
here tonight I think everyone of the teaching staff of 
our medical colleges should be indicted and put in 
jail for putting out such bad material. Furthermore, 
the State Board of Health should be indicted and put 
there for allowing them to get through. It would not 
be well for us to admit that we got a poor education, 
and our loyalty to our colleges will not let us admit 
that. As to the legal responsibility, who would be the 
first to be sued—the doctor or the hospital? Every 
time the doctor. How about the physician or the as- 
sistant who helps him? Every time I have known of 
such a case the man who operated was sued and held 
responsible. 

Is the hospital supposed to assume the qualities and 
functions of the State Board of Health? I say em- 
phatically “no.” The State Board has given us our 
licenses, and if we cannot make good we eliminate our- 
selves by our inefficiency. That does not need any 
proof. Those who are in these advantageous positions 
where they can exclude whom they wish to exclude 
will continue to increase their prestige and their in- 
fluence. After all, medicine is not a mere science—it 
is an art. 

As far as the number of hospitals is concerned, the 
statement has been made that there are not enough. 
Undoubtedly this is true and still that is an open 
question. As you all know, many of our new men 
go into the country towns and start their own hos- 
pitals, and they do this here in Chicago. They do 
obstetrics and surgery and medicine, and these hos- 
pitals are not standardized because they are privately 
owned and the doctor is the whole authority in these 
hospitals. One can go thirty to fifty miles out of 
Chicago and see just as good work done there as 
anywhere in the city. The closed hospital did not per- 
fect these men. 

There are many points that could be brought out. 
but I do not wish to take too much time. Who is to 
determine whether the physician has done right or 
wrong in the hospital? I know of one case where 
the patient was the sister of a dear friend of mine— 
a doctor. She had a fibroid of the uterus. Everything 
went well until the third or fourth day. My friend 





Marck 


went 
breatl 
and s 
surge: 
“Absc 
pulse, 
not t 
amine 
moni 
final; 
surge 
in th 
the a 
say t 
tyro 
DR 
many 
many 
for a 
flage 
strict 
happe 
far a! 
it clo 
Ma 
hand 
given 
trol t! 
will | 
Are 
espec 
do su 
to le: 
plain 
Tw 
of th 
that 
Incid 
week 
for ¢ 
ate, | 
cther 
the ¢ 
iT 
told | 
all ri 
pract 
time 
I wa 
manc 
know 
on th 
Rath 
of th 
ee 
only 
your 
with 
ata 
and ¢ 
instit 
If 


h, 1926 
rience 
x pense 
' Stat 
ecause 
large. 
udged 
e who 
in the 
lining 
edical 
(Oo see 
to his 
> had 
y can 
n the 
the 


r the 
erted 
ff of 
it in 
nore, 
| put 
1 not 
ition, 
dinit 
» the 
very 
: as- 
n of 
held 


and 
em- 
our 
our- 
any 
ions 
ude 

in- 


March, 1926 JOHN J. 


went into the room and noticed that his sister was 
breathing very rapidly; that she was a little cyanotic 
and spitting a little blood. He went to the operating 
surgeon and asked, “How is my sister getting along?” 
“Absolutely fine!” “How about the temperature and 
pulse, J am worried,” my friend said, but was told 
not to worry, that there was nothing wrong. He ex- 
amined his sister and found a fully developed pneu- 
monia. She continued to get worse and worse and 
finally died, and even though the attention of the 
surgeon was called to her condition she got nothing 
in the way of treatment but normal salt solution in 
the arm. If that is treatment for pneumonia I will 
say that it is worse than any surgical attempt by a 
tyro could be. This occurred in a closed hospital. 

DR. CHARLES E. SCHARF: You have heard 
many statements about the closed hospital, and from 
many diffeernt angles. We have heard some excuses 
for a restricted hospital, which I think is just a camou- 
flage name for a closed hospital. If a hospital is re- 
stricted so only certain men may use it, and I do not 
happen to be one of the privileged ones, it is closed as 
far as I am concerned, regardless of whether they call 
it closed or restricted. 

Many men who are not crippled in the brain nor 
hand are capable of becoming good surgeons, if only 
given a chance by the hospitals or the people that con- 
trol them. How are they to get their experience? Who 
will take the older fellow’s place when they die off? 
Are the men that are in back of the closed hospitals 
especially and exclusively endowed with the ability to 
do surgery? To me it looks as if they don’t want you 
to learn, so you keep on calling on them. I think it is 
plain every day selfishness. 

Two years ago I went to a hospital in another part 
of the city, and as I was not known to them, I was told 
that a staff man had to be present at the operation. 
Incidentally, I had to split the fee with him. A few 
weeks later I took another patient to the same hospital 
for operation, and thought that having seen me oper- 
ate, I would have no interference. Well, some how or 
cther I got my patient in all right, but when I came to 
the operating room the same surgical nurse asked me 
if I was going to have the same staff man present. I 
told her “no,” that the last time she saw that I operated 
all right and that the patient got a good result. She 
practically stated that inasmuch as he assisted me last 
time I would have to have him again. I insisted that 
I was capable; that I had him only to satisfy their de- 
mands. She replied: “You may be capable, I don’t 
know; IT am not the one to judge; your name is not 
on the list of those permitted to do their own-surgery.” 
Rather than fall for their scheme I took my patient out 
of that hospital. 

I am satisfied that one becomes proficient in surgery 
only hy doing; by having the responsibility thrown on 
your own shoulders. The small doctor—that is, one 
Without a big reputation, or one who is not “in right” 
at a particular hospital is being everlastingly supervised 
end dictated to by nurses and other lay people about the 
stitution. 

If this trouble of getting patients into a hospital 
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where I can do my own work keeps on, or grows worse, 
I will treat my patients at home. Who will supervise 
or dictate to me then? Nobody. 

DR. LUCIUS G. ZEUCH: Dr. Fowler went over the 
subject pretty thoroughly in regard to the abuses that 
come up in a closed hospital. I think we were the only 
two who stood against the closed hospital in one insti- 
tution we were both connected with. We were de- 
cidedly against it, but were overruled. A closed hos- 
pital creates an oligarchy. The public takes these 
people at their word; that they are the best men there 
are; they are the head physicians and surgeons and, 
consequently, the public flocks to them. For that rea- 
son I think it is not well to have a closed hospital. But 
I think we have a great weapon against the closed hos- 
pital. I believe it would be a good thing to boycott 
these institutions; not to refer them any work; not to 
support them, and if possible seek a place elsewhere to 
put your patients. I think that is our most effective 
weapon, and if they have a lot of beds with no patients 
in them they will soon come to their senses and give 
the practitioners their proper place. I believe there 
should be supervision of the operator and the man who 
practices there, but I do not know who should be the 
censor. Shall it be the nurses in the operating room, 
the interns, or the trustees of the hospital? No. I 
think it should be the physicians themselves who should 
judge of other physicians as to whether a man is tak- 
ing too much time in his work or doing the proper 
thing. The great trouble is the number of men who 
wish to operate and the few hours there are in the 
morning in which to operate. Consequently, those 
who are brilliant and operate fast get the preference 
and the others do not get the room. I think that is 
not right for it keeps back the ones who are trying to 
get to the front, and even if they do take fifteen or 
twenty minutes longer than the skilled operator, they 
should not be shoved into the background. We are not 
supposed to mention any special hospitals but I think 
the only thing we can do is to practice the boycotting 
and get the neglected doctors into other institutions 
where they will be welcome. 

DR. BENJAMIN H. BREAKSTONE: The legal 
responsibility of the hospital has been brought up in 
the discussion right now that legal responsibility is 
established between the patient and the physician 
rather than between the hospital and the patient. Even 
if you pay $50.00 a day to an endowed or eleemosynary 
hospital you cannot sue that hospital for anything. 
A private hospital is liable for maltreatment, personal 
injury, etc. Isolated cases such as was mentioned, re- 
garding restriction, do not make any difference for 
this reason, when we speak of an open hospital we 
are not going to allow men absolutely incompetent to 
come in for the hospital has a reputation to maintain 
as well as legal responsibility (if it be a private hos- 
pital). These men will be singled out, not only by 
the hospital but by their own patients, because they 
do not make good. Properly conducted hospitals have 
good surgical nurses, and a man who has any ability 
at all and who is operating, does not have to ask for 
anything. He is handed a knife—he has to use it; 
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he is handed a tongue depressor and he has to use it, 
and if he is handed a tonsil forceps he has to use it. 
If a sponge is left in the belly that is poor surgical 
technic. We can cite isolated cases if we take the 
time. The question is, is the average capable, honest 
doctor, who has spent years working and studying, 
going out to do rotten work? If he is, he is not mak- 
ing it his life work, and therefore he is either going 
to make good or the process of competition is going 
to weed him out. 

DR. GEORGE H. SCHROEDER: It seems to me 
there is a great deal of misunderstanding about what 
is a restricted and closed hospital. Dr. Breakstone 
classed them as closed, restricted and wide open. I 
think we must take into consideration the things 
mentioned by Dr. Ritter about the man who came to 
the hospital to do a tonsillectomy and did not know 
whether to use a tongue depressor or a forceps to 
grasp the tonsil. Shall he be allowed to come in the 
next day and do a tonsillectomy? That is a closed 
hospital. Several months ago a man was operating 
and the sponge count was incorrect before the belly 
was closed up. The nurse called his attention to the 
missing sponge and that man said that his “training 
precluded the possibility of his leaving the sponge in 
the abdomen,” and he refused to look for it. Five 
days later he removed the sponge. Two days later he 
put in catheter drainage, but in spite of this the patient 
died. Shall he be allowed to come back and do an- 
other operation? That is restriction. I do not think 
one should mince words about a partially closed, or 
restricted or wide open, as to what we shall call it. 
It is not the question, I believe, as a general proposi- 
tion to keep men out who are competent. As a gen- 
eral proposition I do not think it is the idea to keep 
men out who are competent in most places, I will not 
say in all, but I still maintain and do believe that the 
incident cited by Dr. Ritter and the one just cited by 
me furnished justification for the hospital to keep 
such men out and to keep them from coming back 
and, leaving out the legal responsibility, there is a 
moral responsibility that the hospital should assume 
to the patient who is admitted. They should not allow 
that same condition to go on. 

DR. HARRY NOSKIN: I think the 
brought out about the doctor leaving the sponge in the 
abdomen and the doctor not knowing whether to use 
a forceps or a tongue depressor in the tonsillectomy is 
Any student who leaves school has been 


incident 


ridiculous. 
taught the use of a tongue depressor. 

The thing is that all the hospitals will be closed to 
you unless you wake up. You will be facing some- 
thing awful. You will not be able to take care of 
your patients at all and it is up to you to find out a 
remedy for the existing state of affairs. None of you 
general practitioners came out and said a word about 
it. You let the surgeons come out and state things 
but not a word that would be beneficial to you. Why 
do you not come out and state something? Would I 
be justified in coming out and building a hospital for 
the Northwest Side physicians? You can do it as 
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well as anyone and I think you should come out and 
take care of it. 

DR. PFLOCK: The doctor should own, operate 
and control the workshop which belongs to him. How 
do you expect a lay board of trustees, or a lay mem- 
ber, to know the wants and needs of a hospital? That 
is up to the doctors and as soon as you wake up to 
the fact that you are the one who should own it and 
control it you meet the question of the closed hospital, 
They say the hospitals do not pay. Don’t let them 
deceive you. They do pay. 

I wish to thank those who have taken part in the 
discussion of this subject. It has been most interest- 
ing and I think we all have learned and profited by it. 
There are several points that should, perhaps, have 
been brought out but the things I said in the be- 
ginning, that we did not wish to hurt any individual 
or any institution, were wisely laid down by the Board 
of Trustees because we did not wish anyone to come 
here who had an axe to grind, and we want it under- 
stood that this is for the good of the general public. 
Anything that is good for the general public is good 
for the doctor and anything that is bad for the gen- 
eral public is bad for the doctor, and I think if we 
follow these rules we will get somewhere. I thank 
you all. 





AURAL AUSCULATION 
Sot Rosensiattr, M. D. 
CHICAGO 

In treating the middle ear and eustachian tube 
it is the common practice for the otologist to 
listen to any movement of the patient’s drum 
membrane by means of a rubber tube with suit- 
able ear-tips, one end of which is inserted into 
the patient’s external auditory meatus, and the 
other end into the physician’s meatus. When the 
physician is thus listening while treating the pa- 
tient, and moving about more or less, using both 
hands, the hard rubber tip in the physician’s ex- 
ternal auditory meatus does not always “stay 
put,” even though forced in uncomfortably tight, 
and occasionally awkward interruptions of the 
treatment result. This can be easily obviated. 
Almost anyone has lying about the discarded ear- 
pieces of the Shepard style of stethoscope, or can 
pick it up for a song from his instrument house; 
such binaural sound receiver, which is comfort- 
ably self-retaining because of the metallic spring 
that holds the two ear-tips in place, is substituted 
for the hard rubber tip at the physician’s end of 
the tube, being connected therewith by rubber 
tubing attached to a “T” or a “Y” of either glass 
or metal. This arrangement has not only the 
advantage of being both comfortable and firmly 
retained in position, but also the added advan- 
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tage of employing both ears in listening to the 
patient’s drum, and shutting out external noises. 
In short, this arrangement might be said to prac- 


METAL 





Fig. 1. Modified stethoscope for use in otology. 


tically apply the modern stethoscope in a modified 
form to otologic use, in place of the plain tube 
with one hard rubber tip at each end. 

30 N. Michigan Ave. 





“GOOD NEWS SUPPRESSED” 


The above quotation was gleaned from an editorial 
in the Saturday Evening Post for January 30, 1926, 
and is full of many good things, as well as slurring 
over many of the things done by the medical profes- 
sion and giving them scant praise where much praise 
is due. The first criticism the Post has to offer is 
“the science of medicine, whether because of or in 
spite of its abundant store of Greek and Latin jaw- 
breakers, is, as far as the laymen are concerned the 
most tongue-tied of all the learned professions.” This 
is very true, and to listen to the average doctor read- 
ing a paper before a medical society, even some of 
his hearers are nonplussed as to what he actually 
means, 

It is further suggested in the criticism that doctors 
use too big words and fail to clear up situations which 
might be understood by the lay people. They say but 
little, leave their patients in doubt, perhaps impressed 
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with ponderosity, but not always won over; that all of 
our physicians, surgeons, and health officers are full 
of important information which they are anxious to 
get before the public, but for the lack of simple Eng- 
lish in which to get it over, the whole thing falls flat. 
However, it is announced that a book is to be pub- 
lished on psychiatry and in such simple language that 
anyone can understand. Now, if the psychiatrist can 
put a thing like this over why can’t the doctors, sur- 
geons, and public-health men do the same thing, as 
they have a much simpler text to work from? 

The Post goes so far as to say that because of the 
inaccessibility of large bodies of readers, to get an 
accurate statement in plain and readable form is cost- 
ing thousands on thousands of American lives each 
year. With this we must take issue. It seems hardly 
possible to deny that in this day and age, unless it be 
in the East where they are still more or less hidebound, 
the doctor and patient really get along well together; 
and the physician of today, if he has had any experi- 
ence, is very apt to explain things very definitely and 
orderly, so that the patient, or the family of the patient, 
may understand what he is dealing with. But in some 
parts of the country, perhaps, where the East, especi- 
ally, has not learned the broadminded prairie scope of 
the Middlewest, they may have a good deal of diffi- 
culty. It has been confessed that men from the East 
who come to the Middlewest to attend brilliant medical 
society clinics, say like the clinical meetings of the 
General Interstate Graduate Assembly, are amazed at 
the ease with which our clinical material is used and 
demonstrated. The fact that these associations work 
from early in the morning until late at night is some- 
thing that the average New Yorker would abhor were 
he not caught by the enthusiasm and interest of his 
co-workers and his enthusiastic audience. 

When the man who wrote the editorial in the Post 
tells us that medicine and surgery of today are a 
tragedy he is not altogether careful about his choice 
of words or he may fall under the same fault that he 
deplores in the doctor, that is, a lack of plain speak- 
ing. And when he suggests that the economic toll 
exacted by needless death and disability runs into 
billions of dollars he certainly is overstepping his mark. 
We would like to suggest that Dr. Peck invite this 
man to be present at one of the thrilling meetings to 
be held next fall in Cleveland, Ohio; it would change 
his mind greatly. It is quite true that the common- 
place things are much neglected, but they are neglected 
by the people, not by the physicians or surgeons who 
investigate coughs, look at eyes, ears, noses, throats, 
and teeth, for they cannot possibly prevent the neglect 
of the patient when he simply refuses his opportuni- 
ties. True, there is some justification in the fact that 
a good many things are overlooked and a good many 
doctors are slipshod, in saying that tumors of all 
kinds, including adenoids, will continue to grow be- 
cause the doctor simply says, “Never mind, they will 
disappear.” 

Our critic also speaks of indigestion, for the most 
part avoidable, as having become our national disease. 
I wonder if he knows anything about the subject at 
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all. He saws we brutalize our hearts, kidneys, lungs, 
and nervous system, which is probably true. Perhaps 
we do, but we do it perforce sometimes because we 
must and we can’t regulate our own lives or our own 
environment sufficiently well to take time to attend to 
what may be coming to us. In this the public is 
greatly aided in its neglectful manner by the various 
cults of all kinds, including the Christian Scientists 
and Chiropractors and all the midway things between 
the two extremes. Attention is drawn, too, toward the 
lack of periodical medical examinations. That is a 
matter which has been taken up by the profession for 
the last few years, and it is safe to assume that more 
people have periodic -examinations now than ever 
before. 


A fling is taken at the handicap of the medical pro- 
fession in their attitude toward the lay press. That 
is being gradually corrected, though not in New York, 
but in Minnesota. In most of our societies and even 
in our adjoining state societies we have publicity com- 
mittees which give much information to the news- 
papers, which have kindly reciprocated in publishing 
what may be either unintentional errors or errors of 
misunderstanding. The American Medical Association, 
of course, has tried in every way to act as a publicity 
instrument for the benefit of the people all over the 
United States, and if one picks up a Journal of the 
American Medical Association or reads the innumer- 
able books published by the Association for the benefit 
of the people it will be seen that this criticism has no 
point. It is barely possible, too, that the newspapers 
are not willing to print as much as the medical profes- 
sion is able to offer because of their varied readers 
and their hesitancy in boosting medical men and 
thereby injuring the sensitive feelings of the cultists. 
It has been demonstrated time and again that the 
medical profession are devoting more time to the elimi- 
nation and cure of disease, both for and without pay, 
than ever before. And if one consults with physicians 
in various parts of the country one finds that the 
usual complaint is that their incomes have receded 
rather than increased. 

It is well for the Post to take this matter up, but 
it ought to give all the facts and not criticize the 


medical profession too freely. 


CIGARETTE SMOKE BAD FOR YOUNG 
RABBITS 

New Haven, Conn.—Cigarette smoke is “bad medi- 
cine” for the young, at least for young rabbits, accord- 
ing to results of experiments by Prof. W. J. 
Baumgartner of the University of Kansas, stated in a 
paper presented before the meeting of the American 
Society of Zoologists. 

Forty-six young rabbits were divided into two 
groups, one lot of which were allowed to live normal 
lives, while the other had cigarette smoke blown at 
them for three half-hour periods each day. 

"The smoke rabbits,” reports Prof. Baumgartner, 
signs of stupor, and sometimes 


“always showed 
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paroxysms during and immediately after the admini- 
stration of the smoke. 

“Weekly weighings showed that the smoked rabbits 
failed to gain in weight as rapidly as the normals, 
Smoked rabbits neglected markedly to care for their 
fur and presented an unkept, dirty appearance. The 
smoked individuals were lethargic and inactive, play- 
ing, digging or fighting but little as compared with 
the normals. Sexual activity was evidenced from two 
to three weeks later.” 





$23,000,000 SPENT FOR WELFARE WORK IN 
YEAR, REPORT REVEALS 

Two hundred sixty-three charitable organizations in 
Chicago, indorsed by the subscriptions investigating 
committee of the Chicago Association of Commerce, 
spent approximately $23,000,000 for welfare work in 
this city during the fiscal year ending Nov. 30, 1925, 
according to a bulletin issued by the committee. 

Home finding agencies, homes for children and for 
aged people, day nurseries, reform and civic better- 
ment organizations, relief and benevolent organiza- 
tions, social settlements, and medical charities such as 
hospitals, dispensaries, and sanitariums were main- 
tained and operated. The list does not include the 
work of churches or religious institutions. 

The largest sum expended by an individual organ- 
ization was that paid out by the Y. M. C. A, listed 
at $3,124,553. 


IT ISN'T YOUR TOWN—IT’S YOU 
If you want to live in the kind of a town 
That’s the kind of a town you like; 
You needn’t slip your clothes in a grip 
And start on a long, long hike. 


You'll find elsewhere what you left behind, 
For there’s nothing that’s really new. 

It’s a knock at yourself when you knock your town; 
It isn’t your town—it’s you, 


Real towns are not made by men afraid 
Lest somebody else gets ahead. 

When everybody works and nobody shirks, 
You raise a town from the dead. 


And if, while you’re making your stake, 
Your neighbor can make one, too, 

Your town will be what you want to see— 
It isn’t your town—it’s you. 


—R. W. Glover. 





A FUNNY WORLD 


This is a funny world in which we live. 
trains come together, that is called a collision, but 
when two kids come together, we call them twins —and 


both are disasters. 


When two 


—The Angter /dea. 
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Society Proceedings 


ADAMS COUNTY 
Regular Meeting, February 8, 1926 


This meeting was held at the Elks’ Club and was 
called to order by the President at 8:15 P. M. Thirty- 
three members and 4 visitors were present. A letter 
fom Mr. R. R. Swaynie asking for advice as to how 
he should conduct his bath system was read and upon 
, motion was ordered placed on file. The Secretary 
reported that several letters had been received in 
regard to the W. C. U. Bldg., which were to the effect 
that this organization was continuing to send out let- 
ters which the society objected to at the December 
meeting. A motion was carried that the letters be 
placed on file. Dr. W. A. Sims was elected to mem- 
bership in the society. A suggestion by Dr. Stevenson 
that it is desirable that permanent quarters for the 
Adams County Medical Society to hold its meetings be 
secured and that such a place could also house our 
library was referred to the Trustees and Library Com- 
mittee for investigation and report. A letter was read 
from the editor of the ILttnors MepicAL JourNAL to 
the effect that every effort was being made to extend 
the Sheppard-Towner Maternity Act for two years. 
Dr. Center, Chairman of the Public Health Committee, 
had made protest in regard to this bill in the name of 
the society to our Congressman and a letter from our 
Representative was read stating that he did not find 
any such bill at present before Congress. Inasmuch 
as the reply was not satisfactory, Dr. Beirne made 
a motion that the matter be referred back to the Public 
Health Committee of the society for further action. 
Seconded and carried. Dr. J. W. H. Pollard spoke 
upon the desirability of the Adams County Medical 
Society sponsoring a health survey of the county, to 
he made by the Illinois State Department of Health. 
Dr. Center made a motion that the following resolu- 
tion be adopted, which was duly seconded. 

“Be It Resolved: That the Adams County Medical 
Society endorse and recommend the desire of the Illi- 
nois State Board of Health in its wishes to clarify 
the health situation in the various leading cities of the 
State, providing that for the city of Quincy and its 
environs, the survey which is contemplated and the 
subsequent report be placed in the hands and under 
the control of Dr, J. W. H. Pollard, whose experience 
and first hand knowledge of our local conditions would 
preclude the possible errors which might be made by 
other investigators, inspectors or other agents not fa- 
miliar with this locality.” 

Dr. Koch made a motion that the following amend- 
ment to the motion be included in the resolution, which 


was duly seconded : 


“It is requested that the Illinois State Board of 


Health work in cooperation with the Public Health 
and Legistative Committee of the Adams County Med- 
ical Society in this survey.” 

Both the 
A letter of resignation from active membership in the 
society from Dr. A. D. Bates was read. Dr. Koch 


motion and the amendment were carried 
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made a motion that the resignation be accepted and 
that Dr. Bates be made an Honorary Member of the 
society. Seconded and carried. 

The scientific program consisted of a symposium on 
Exophthalmic Goiter arranged by O. F. Shulian, and 
was as follows: 

History and Etiology,—R. A. Harris. 

Symptomatology,—H. J. Jurgens. 

Pathology,—Frank Cohen. 

Exophthalmic Goiter in Children—H. S. Maupin. 

Diagnosis and Differential Diagnosis,—A. H. Bitter. 

Medical Treatment,—J. F. Ross. 

Radiation Treatment,—Harold Swanberg. 

Anesthesia,—C. A. Wells. - 

Surgical Treatment,—O. F. Shulian. 

Post-Operative Complications —J. A. Koch. 

Post-Operative Treatment,—Ralph McReynolds. 

Discussion opened by J. E. Miller and E. B. Mont- 
gomery. 

The papers were of very high grade and resulted 
in many favorable remarks and considerable discussion. 

The meeting adjourned about 11:00 P. M. 

Harotp Swanserc, M.D., 
Secretary. 


CHRISTIAN COUNTY 

February 2nd the Christian County Medical Society 
held a most interesting and profitable meeting. We met 
at the Country Club for dinner at 7 o’clock and as we 
had invited the members of the dental society to meet 
with us we had quite a number. In fact, there were 
thirty-two or thirty-three of us at the dinner table 
when all had gathered. 

Quite a number of our friends from out of this 
county were with us. Springfield, Decatur, Shelby- 
ville and Windsor were represented and after the din- 
ner we were entertained for a short time by songs in 
which Dr. Hite of Shelbyville led and also entertained 
us with songs and imitations of his own. The main 
feature of the scientific part of the program was the 
history and discussion of the case of Dr. Reid of 
Pana, who recently died of focal infection from 
pyorrhea of his gums, and this case naturally brought 
out much discussion of the treatment and care of the 
teeth. 

Dr. Hoover of Shelbyville gave a short address on 
the cooperation of the medical and dental professions 
and the address was highly interesting. 

The election was simply to re-elect all of the old 
officers for this year and they are as follows: 

President, Dr. S. B. Herdman, Taylorville; vice- 
president, Dr. Jesse P. Simpson, Palmer; secretary- 
treasurer, Dr. D. D. Barr, Taylorville; delegate, Guy 
L. Armstrong, and alternate, T, A. Lawler, both of 
Taylorville; legal committee. Dr. J. H. Nelms; public 
health, J. H. Miller of Pana, W. H. Mercer, of Taylor- 
ville; censors, Lawler, Nelms and Mercer, Taylorville. 

Dr. Carel C. Method of Chicago was elected on 
application. 

Some of the members paid their dues and others 
were warned that the secretary would be after them 
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if they did not remit promptly and remarked that his 
handwriting should be somewhat familiar to many of 
the members, for this is the seventeenth time he has 
been elected to this office and once he was president 
in the twenty years he has been in this county. 

The meeting adjourned to meet again in July, when 
we hope to have another mecting as good as this one 
and with more favorable weather. 


D. D. Barr. 


COOK COUNTY 
CHICAGO MEDICAL SOCIETY 


Joint Meeting Chicago Medical Society and North 
Shore Branch, February 3, 1926 


1. Some Important Factors in the Management of 
Sick Infants—George FE. Baxter. Discussion—Julius 
Hess, I. A. Abt. 

2. Fractures of the Head of the Radius—Kellogg 
Speed. Discussion—Chas. Davison, Dennis Crile. 


Regular Meeting, February 10, 1926 


1. Disease of the Coronary Vessels, Angina Pectoris 
and Chronic “Indigestion’—Walter W. 
Discussion—Leon Bloch, J. G. Carr. 


and Acute 
Hamburger. 
2. Skull Fractures—Cassius C. Rogers. Discussion 


—Frank B. Moore, Harry Jackson. 
Regular Meeting February 24, 1926 


Cancer of the Rectum—Jerome M. Lynch, New 
York, N. Y. Demonstration of pathological specimens 
of cancer of the rectum—Joseph Felsen, New York, 
New York. 

Discussion—Early Evidences of Malignancy, Charles 
J. Drueck; Post-Operative Complications, Carl B. 
Davis; Limitations of X-Ray Treatment, Adolph Har- 
tung. 

Regular Meeting, February 24, 1926 


1. Minor Surgery of the Prostate Gland—New 
Apparatus and Instruments for Its Extended Applica- 
tion—Maximilian Stern, New York, N. Y. 

2. Clinical Aspects of Surgical Diseases of the Kid- 
ney in Children (Lantern Slides)—A. Hyman, New 
York, N. Y. Discussion—I. A. Abt, D. N. Ejisendrath. 

3. The Fallacious Orifice—The Value of the Cau- 
tery Punch Operation- John R. Caulk, St. Louis, Mo. 
Discussion—H. L. Kretschmer, Robert Herbst. 


Regular Meeting, March 3, 1926 


1. Neurotic Behavior—Mechanisms and Therapy— 
Chas. F. Read. Discussion—Francis J. Gerty. 

2. An Inventory—Mather Pfeiffenberger, President- 
elect Illinois State Medical Society. Discussion—Ed. 
H, Ochsner, Chas. E. Humiston. 

3. The Course of Pulmonary Tuberculosis as Influ- 
enced by Non-Thoracic Surgery—Wilson Ruffin Ab- 
bott. Discussion—William McIntyre Thompson, Clar- 
ence L, Wheaton. 


March, 1995 


Marriages 


Joun Otis Cietcuer, Tuscola, IIl., to Miss 
Jessie Irene Wilson of Flushing, Ohio, Jan. 
uary 26, 

Howarp B. Ditman, Louisville, IIl., to Miss 
La Fern Deabler of Xenia, at St. Louis, 
uary 19. 


Rosert A. HAmitron, Hillsboro, Il., to Mi 
Ida Dworsach of Litchfield, January 2. 





Personals 


Dr. Frank 8. Whitman, 2d, has resigned as 
health officer of Belvidere. 


Dr. Harold Swanberg, Quincy, has been elected 
president of the Central Illinois Radiological So- 
ciety. 

Dr. John W. Ovitz, Sycamore, has been ap- 
pointed physician in charge of the county tuber- 
culosis sanatorium. 


Dr. Daniel M. Ottis has been appointed on the 
board of the Sangamon County Tuberculosis 
Sanatorium to succeed the late Dr. L. C. Taylor. 


Dr. Herman L. Horwitz addressed the Chicago 
Tuberculosis Society, February 11, at the Bre- 
voort Hotel, on “Cardiac Index—A Means of 
Prognosis in Pulmonary Tuberculosis.” 


Dr. Frank N. Davenport has been elected presi- 
dent of the medical staff of Lutheran Hospital, 
Moline; Dr. Clifford C. Ellis, vice-president, and 
Dr. David B, Freeman, secretary. 


Dr. William T. Brown, superintendent, Val- 
mora Sanitarium, Valmora, N. M., addressed the 
Physicians’ Fellowship Club, February 5, at the 
Logan Square Masonic Temple. 


Dr. Edwin J. Gardiner was elected president 
of the Chicago Ophthalmological Society, Jan- 
uary 18; Dr. Dwight C. Orcut, vice-president, 
and Robert H. Buck, secretary-treasurer. 


Dr. Arthur J. Fletcher has been reelected presi- 
dent of the staff of St. Elizabeth’s Hospital, Dan- 
ville; Edward J. Wheatley, vice-president, and 
Dr. George T. Cass, secretary. 

Isidore S. Falk, Ph.D., assistant professor of 
hygiene and bacteriology, University of Chicag®, 
has been appointed director of surveys of the 
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March, 1926 NEWS 


Chicago Health Department, and will undertake 
, series of statistical researches, 


Dr. Henry B. Thomas has been elected presi- 
lent of the Chicago Orthopedic Club; Dr. Bev- 
eridge Hl. Moore, vice-president, and Dr. Philip 
Lewin, secretary-treasurer. 

Dr. John L. Tierney, St. Louis, addressed the 
Madison County Medical Society, February 5, at 
Edwardsville, on “Working Up a Case.” 

Dr. Perl K. Andrews, Danville, has been ap- 
winted county physician to succeed Dr. Everett 
, Howard, resigned. Dr. Howard is moving to 
(Crawfordsville, Ind. 

Dr. Charles Philip Miller, Jr., of the Rocke- 
feller Institute for Medical Research has been 
appointed assistant professor of medicine at the 
University of Chicago, and Dr. Chester M. Van 
Allen, assistant professor of surgery. 

Dr. Wesley Claude Runyon, assisting manag- 
ing oficer, Lincoln State School and Colony, has 
heen transferred to a similar position in the 
state hospital at Alton, and Dr. Ola A. Kibler, 
n duty at the state hospital at Chicago, will be 
transferred to Lincoln. 

Dr. John W. H. Pollard, former health officer 
of Quincy, has been appointed health superin- 
tendent of the eleventh district of Illinois, com- 
prising Adams, Hancock, McDonough, Schuyler, 
Brown, Pike and Calhoun counties, to which he 
will devote full time; his headquarters will be 
in Quiney. 

Dr. Karl L. Thorsgaard has been elected chief 
of staff at the American Hospital of Chicago; 
Dr. Gustav Kolischer, head of the department of 
urology and urologic surgery, and Dr. Thomas J. 
Williams, head of the department of ophthalmol- 
ogy and otolaryngology; Dr. Thomas A. Carter 
has been added to the attending staff. 

Dr. Ralph H. Kuhns, formerly Instructor in 
Pediatrics at the University of California, San 
Francisco, has been appointed Professor and Di- 
rector of the Department of Pediatrics at the 
Illinois Post-Graduate Medical School and West 
Side Hospital, Chicago. 





News Notes 


—The Chieago Medical Society has inau- 
gurated « service for its members whereby phy- 


Siclans, who agree to accept calls through the 


Information Bureau, will be assigned to patients. 
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The rules governing the information bureau were 
recommended by the council and approved by the 
branch societies. 

—The Evanston Hospital, Evanston, is build- 
ing a four-story building for living quarters for 
the nonprofessional staff, which will be known 
as “Hendry House,” in honor of William Hendry, 
who has been chief engineer at the hospital for 
twenty-five years. 

—The Chicago Heart Association held its an- 
nual meeting at the City Club, February 2, under 
the presidency of Dr. James B. Herrick; Dr. 
Hoyt E. Dearholt, executive secretary, Wisconsin 
Anti-Tuberculosis Association, spoke on “Heart 
Disease and Tuberculosis in a Public Health 
Campaign.” 

—The Vermilion County Medical Society, 
Danville, has its own credit-rating and collection 
bureau, which, in the first two years of its work, 
collected more than $25,000 on old accounts 
turned in by members. Three full-time employees 
carry on this service, which is maintained twenty- 
four hours a day. 

—The new $200,000 hospital donated by Sen. 
William B. McKinley, Champaign, for the care 
of students at the University of Illinois, Urbana, 
was formally dedicated, February 13. It con- 
forms to the style of architecture of other new 
campus buildings, and is located in the Uni- 
versity of Illinois Forestry at the west end of 
Indiana Avenue, Urbana. 

—Chicago will erect another school for crippled 
children at Fifty-First Street and South Artesian 
Avenue at a cost of $392,000, which will contain 
twelve classrooms, twenty special rooms, includ- 
ing clinics, shops and nurses rooms, two gym- 
nasiums and an assembly hall; it will be known 
as the Walter S. Christopher School, and will 
receive crippled children from the Henderson 
School and the Fallon School. 

The laboratory of the state department of 
health will culture and type specimens of sputum 
from cases of pneumonia, to assist in the anti- 
pneumonia campaign. The department suggests 
however, that, in view of the difficulties of mail- 
ing specimens, local laboratories be used as much 
as possible. 

—Dr. Frank Smithies has presented to the 
University of Illinois School of Medicine bonds in 
sufficient amount to yield annually, at a minimum 
and in perpetuity, the sum of $100, to be known 
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as “The William Beaumont Memorial Fund,” and 
the annual income therefrom, “The Annual Beau- 
mont Memorial Award.” Dr. Smithies’ object is 
to stimulate research in the functioning of the 
digestive mechanism. The first award will be 
made in 1927 to the person, who, in the opinion 
of a faculty committee, submits or publishes dur- 
ing the year the most important work in the 
specified field. 

—Dr. Harry D. Orr, Chicago, has been ap- 
pointed surgeon general of the Illinois National 
Guard, to succeed the late Dr. George C. Amer- 
son. Surgeon General Orr graduated from 
Northwestern Medical School, Chicago, in 1904, 
and has been associated with the Illinois National 
Guard since 1902. He was in command of the 
one hundred and eighth sanitary train, A. FE. F., 
in France, which was attached to the third di- 
vision ; since the war, he has been in command of 
the medical regiment of the thirty-third division. 

-—Under the auspices of the National Tuber- 
culosis Association and the Chicago Tuberculosis 
Institute a regional institute will be conducted 
at the University of Chicago, March 8-20, for 
health workers in all nearby states; another such 
institute will be conducted at Ohio State Uni- 
Columbus, March 15-22. Philip P. 
Jacobs, Ph.D., of the National Tuberculosis 
Association, is in charge of the program ; authori- 
tative speakers will present various phases of the 
tuberculosis problem. The round table method 
The institute will be open to health 
commissioners, tuberculosis workers and nurses. 

—The March issue of the Medical Review of 
Reviews is a special Dermatologic number and 
will contain original articles by leading Ameri- 
can and English dermatologists. Editorial office, 
7? West 16th Street, New York City. Subscrip- 
tion $2.00 per year; 25 cents the copy. 


versity, 


will be used. 





Deaths 


Epwin E. Biro, Buncombe, IIll.; St. Louis College of 
Physicians and Surgeons, 1903: member of the IIlinois 
State Medical Society; aged 46; died, Nov. 25, 1925, 
at St. John’s Hospital, St. Louis, following an appen- 
dectomy. 

Firora Matina TANQUARY Brian, Bellmont, IIL; 
Medical Department of the University of Illinois, Chi- 
1904; member of the Illinois State Medical So- 
aged 48; died, Dec. 29, 1925, at St. Mary’s 


cago, 
ciety ; 
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of injuries received in an 


Hospital, Evansville, Ind., 


automobile accident. 4 

Anprew LoupeN CHapMAN, Normal, IIl.; Cingine 
nati College of Medicine and Surgery, 1877; Civil War 
veteran; aged 78; died, January 12, at St. Jo 
Hospital, + a of complications, ‘clove 
fracture of the hip. j 

Henry Warp Cuirton, Watseka, Ill.; Medical De. 
partment of the University of Illinois, Chicago, 194 e 
also a pharmacist; aged 55; died, January 12. 3 

Max J. Frewet, Chicago; Rush Medical College” 
Chicago, 1897; aged 76; died, January 23, of corchea 
hemorrhage and arteriosclerosis. 4 

NATHANIEL VAN VoorHIs Graves, Chicago; Loye | 
University School of Medicine, Chicago, 1916; aged 
36; died, January 22, at the West Side Hospital of 
carcinoma of the colon. ; 

M. A. Gunter, Jonesboro, Ill.; College of Physi 
and Surgeons, Keokuk, 1878; aged 71; died, January” 
22, following a long illness. a 

Joun T. Hunt, Macedonia, Ill.; College of Physi- « 
cians and Surgeons, Keokuk, am 1878; aged sti 
died, January 20, of pneumonia. E 

AntHony Krycowsk1, Chicago; Chicago Home 
pathic Medical College, 1894; Harvey Medical College, = 
Chicago, 1896; Hahnemann Medical College and Hos- | 
pital, Chicago, 1905; aged 56; died, February 6, of 
myocarditis, diabetes and nephritis. 

Greorce W. Mruican, Springfield, Ill.; College of 
Physicians and Surgeons, Keokuk, 1882; aged 72; died” 
January 23. 

Wittram G. Ossurn, Stonefort, Ill. (licensed, Illie 
nois, 1883) ; aged 90; died, February 1, of carcinoma. — 

Canute Wa tter Ruus, Chicago; University of Ile 
nois College of Medicine, Chicago, 1909; aged 42; died,” 
January 28, of pleurisy. 

Rush Medi-’ 
aged 55}: 


Duncan Fraser Stewart, Galva, IIl.; 
cal College, Chicago, 1900; county coroner ; 
died, January 30, following a long illness. 

ArTHUR BLAIsE Suppie, Chicago; Northwestert” 
University Medical School, Chicago, 1909; instructe 
in gynecology and formerly clinical assistant in gyme 
cology at his alma mater; served during the World 
War; on the staff of St. Luke’s Hospital; aged 38} 
died suddenly, February 4, of organic heart disease. 

Wittram PinkNEY SUTHERLAND, Creal Springs, Ty 
(licensed, Illinois, 1878); aged 78; died, January % 
of cerebral hemorrhage. 4 

Cuartes F, Roan, Chicago Northwestern University 
Medical School, 1891; died at his home February 15) 
1926, aged 60, of myocarditis. He was a member of 
the military examining board, Div. No. 34, of 
American Medical Association, the Illinois State and) 
Chicago Medical Societies, Scandinavian Medical So- 
ciety and Physicians’ Fellowship Club. Was a membety 
of the surgical staff of the Norwegian-American Hos- 
pital; also of Progressive Lodge No. 954, A. F. 
A. M., Oriental Consistory, Medina Temple, Dania 
D. B. S. No. 18 and The Sons of Denmark. 
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